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For anxiety, tension 
and muscle spasm 
in everyday practice. 


= well suited for prolonged 
therapy 


= well tolerated, relatively 
nontoxic 


# no blood dyscrasias, liver 
toxicity, Parkinson-like syndrome 
or nasal stuffiness 


® orally effective within 
30 minutes for a period of 
6 hours 


RELAXES BOTH MIND AND MUSCLE 
WITHOUT IMPAIRING MENTAL OR PHYSICAL EFFICIENCY 


Miltown 


tranquilizer with muscle-relaxant action 


2-methyl-2-f-propy!-1,3-propanediol 
dicarbamate — U.S. Patent 2,724,720 


Supplied: 400 mg. scored tablets 
200 mg. sugar-coated tablets 


Usual dosage: One or two 
400 mg. tablets t.i.d. 


Literature and samples available on request 


Wj WALLACE LABORATORIES 
New Brunswick, N. J. 
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AMERICAN JOURNAL OF PSYCHIATRY 
INFORMATION FOR CONTRIBUTORS 


Manuscripts—The original manuscripts of papers read at the annual meetings of the Associa- 
tion should be deposited with the Secretary during the meetings, or sent to the New York 
office promptly afterward. Do not deposit carbon copies. 


Papers read at the annual meetings become the property of the Association. Not all papers 
read, however, can be published in the JourNAL, and authors wishing to publish in other 
vehicles will first secure from the Editor the release of their manuscripts. 


Papers will not be accepted for the annual program if they have been previously read at 
other meetings or if they have been already published. 


Papers contributed during the year (not on the annual program) should be sent to the 
Editor, Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 


Style—Manuscripts should be typewritten, double spaced, on one side of paper. They must 
be prepared in conformity with the general style of The American Journal of Psychiatry. 
Retain a carbon copy of manuscript and duplicates of tables, figures, etc., for use should 
the originals be lost in the mails. . 


Multiple Authorship—The number of names listed as authors should be kept to a minimum, 
others collaborating being shown in a footnote. 


Ilustrations—Authors will be asked to meet printer's costs of reproducing illustrative material. 
Copy for illustrations cannot be accepted unless properly prepared for reproductions. Wher- 
ever possible, drawings and charts should be made with India ink for photographic reproduc- 
tion as zinc etchings. Photographs for halftone reproduction should be glossy prints. Illus- 
trations should be as small as possible without sacrificing important detail. Redrawing or 
preparing illustrations to make them suitable for photographic reproduction will be charged 
to author. 


Authors’ Corrections in Proofs—Corrections, additions or deletions made by authors are to be 
charged to them. These alterations are charged ona time basis at the rate of $3.00 per hour. 
Proper editing of original manuscript is important to avoid the expense of correction. ‘ 


Tables—Tables should be typed on separate sheets. Tables are much more expensive to set 
than text material and should be used only where necessary to clarify important points. 
Authors will be asked to defray cost of excessive tabular material. 


References—References should be assembled according to author in a terminal bibliography, 
referred to in text by numbers in parentheses. Bibliographical material should be typed in 
accordance with the following style for journals and books respectively : 


1. Vander Veer, A. H., and Reese, H. H. Am. J. Psychiat., 95: 271, Sept. 1938. 
2. Hess, W. R. Diencephalon. New York: Grune & Stratton, 1954. 


Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus. 


The American Journal of Psychiatry, formerly The American Journal of Insanity, the 
official organ of the The American Psychiatric Association, was founded in 1844. It is published 
monthly, the volumes beginning with the July number. 

The subscription rates are $12.00 to the volume: Canadian subscriptions, $12.50; foreign 
subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues, $1.25. 

Copyright 1957 by The American Psychiatric Association 


Office of Publication, 1601 Edison Highway, Baltimore 13, Md. 


Editorial communications, books for review, and exchanges should be addressed to the Editor. 
Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 

Business communications, remittances and subscriptions should be addressed to The American 
Psychiatric Association, 1601 Edison Highway, Baltimore 13, Md., or to 1270 Avenue of the 
Americas, New York 20, N. Y. 

Entered as second class matter July 31, 1911, at the post office at Baltimore, Maryland, 
under the Act of March 3, 1879. Acceptance for mailing at special rate of postage provided for 
in Section 1103, Act of October 3, 1917. Authorized on July 3, 1918. 
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ton, Tobias T. Friedman, and M. J. Schleifer 
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THe PuysiciaNn AND TesTAMENTARY Capacity. Gene L. Usdin 
Use or Mictown (MEpROBAMATE) wiTH PsycHotic Patients. |’eronica M. Pennington.. 
CurnicaL Notes: 
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Mepazine (Pacatal)—Further Report. Norbert Bruckman, Murray Kitchener, John C. 
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Serum Lipoprotein Concentrations in a Schizophrenic Population. Edward H. Strisower, 
Oliver deLalla, John W. Gofman, and Beverly Strisower 
PrRocEEDINGS OF THE AMERICAN PsyCHIATRIC ASSOCIATION: 
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COMMENT: 


Crime and Punishment 


News AND Notes: 

The World Medical Association, 283. Southern Regional Council on Mental Health, 283. 
Rubin Foundation Award to Dr. Hoch, 283. Dr. Hunt Heads Hudson River State 
Hospital, 283. The American Neurological Association, 283. S.K.F. Foundation 
Fellowships, 283. Award to Dr. Silverman, 284. Postgraduate Course in Psycho- 
somatic Medicine, 284. Psychiatric Research Reports No. 7, 284. Academy of Psycho- 
somatic Medicine, 284. 


Book Reviews: 
Crime, Courts and Probation. Charles Lionel Chute and Marjorie Bell 
Mental Health and Human Relations in Industry. Edited by 7. M. Ling 
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Coordinating Chairman 
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MODEL 


ELECTROENCEPHALOGRAPH 


The improved Model D Electroencephalograph pre- 

sents all of the latest advances in component reli- 

ability and manufacturing techniques, retaining the 

advantages of ease of operation and maintenance write for descriptive 
built into the instrument during over ten years of literature end prices on: 
experience in manufacture and application. ELECTROMYOGRAPHS 


ELECTROENCEPHALOGRAPHS 
New components, such as strain gage amplifiers, STRAIN GAGE AMPLIFIERS 


D. C. channels, etc. are available. Special amplifiers RECORDER PAPER 

can be designed and furnished upon submission of ELECTRODES 
specifications. All of these units are arranged for SHOCK THERAPY EQUIPMENT 
easy plug-in installation in the standard console. 


MEDCRAFT ELECTRONIC CORP. 


designers and manufacturers of diagnostic [ 


and therapeutic equipment for for the medical profession. ae 
426 GREAT GASe NECK ROAD, BABYLON, N.Y. 
TEL, MOHAWK 9.2637 ADDRESS MAIL TO BOK 1006, BABYLON. N.Y. 
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NO PAIN 
NO MEMORY... | 


NIGHTMARE 


IN PEDIATRIC ANESTHESIA 


How important—and yet how simple—it is - 
to spare the child the emotional shock of : , 
the operating room. With Pentothal by ; 
rectum, you can put the patient to sleep in | 
his own bed, where he awakens untroubled a 
after surgery. As a basal anesthetic or as a 
the sole agent in selected minor procedures, 

PENTOTHAL by rectum is a notably safe, Be: 
humane approach to pediatric anesthesia. 


by rectum 


NTOTHAL 


(Thiopental Sodium, Abbott) 
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SEARLE STEROID 
RESEARCH ANNOUNCES 


BRAND OF NORETHYNODREL WITH ETHYNYLESTRADIOL 3-METHYL ETHER 


new oral synthetic endometropin 
for control of menstrual irregularities 


Enovid contains norethynodrel, a new synthetic endometropic steroid 
with strong progestational and slight estrogenic activity. The estrogenic 
activity is enhanced by ethynylestradiol 3-methy! ether. 

Enovid simulates the normal ovarian activity necessary to the main- 
tenance of regular menstrual cycles. 

Acting on the endometrium, the vaginal mucosa and the anterior pitui- 
tary, Enovid therapy has proved effective in the regulative control of 
such irregularities as primary and secondary amenorrhea'-*, dysmen- 
orrhea*, prolonged or excessive menstrual bleeding’. and distressing 
premenstrual tension®. 
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INDICATIONS AND DOSAGE GUIDE FOR ENOVID 


SECOND AND THIRD 
CONDITIONS FIRST CYCLE SUCCEEDING CYCLES 


Amenerrhen One tablet daily for 20 days to One tablet daily from day 


tare dee establish cycle 5 to day 25* 


One or two tablets daily to day 25 


or for 10 days to establish cyclet Same as above 


Metrorrhagia 


One or two tablets daily through 
balance of cyclet 


Menorrhagia Same as above 


One tablet daily from 


Oligomenorrhea day 5 to day 25* Same as above 


One tablet daily from 


Dysmenorrhea day 5 to day 25¢ Same as above 


Premenstrual One tablet daily from — a 
Tension day 15 to day 258 

Inadequate One tablet daily from 
Luteal Phase day 15 to day 25 Y 


*The administration of Enovid prior to day 15 tif dysmenorrhea is due to endometriosis, a 
may interfere with ovulation and if this is un- special dosage schedule is required; Kistneré 
desired, day 15 to day 25 may be substituted. suggests 10 mg. daily for two weeks, 20 mg. 
daily for two weeks, 30 mg. daily for two weeks 
and 40 mg. daily for two to five months. 


tlf the patient is bleeding when first seen, two 
tablets will usually control the bleeding. In some 
patients less severe bleeding may be controlled §Hellers recommends one tablet every twelve 
with one tablet. The dosage used should be con- hours from day 5 to day 25 for two or three 
tinued through the remainder of the cycle. cycles. 


REFERENCES: 
1. Southam, A. L.; 2. Roland, M.; 3. Kupperman, H. Rec. Med. 169:760 (November) 1956. 6. Kistner, 


S., and Epstein, J. A.; 4. Weinberg, C. H.: Papers R. W.: The Use of Newer Progestins in the Treat- 
Presented during a Symposium on Steroid Com- ment of Endometriosis—A Pseudopregnancy, Sec- 
pounds Exhibiting Progestational Effects, Chi- tion on Obstetrics and Gynecology, American 
cago, Searle Research Laboratories, January 23, Medical Association, New York, June 5, 1957. 


1957, to be published. 5. Heller, C. G.: Internat. 


FORMULA: 


Each 10-mg. tablet of Enovid contains norethy- Supplied in uncoated, scored, coral-colored 
nodrel, a new synthetic steroid, and 0.15 of ethy- tablets. 
nylestradiol 3-methyl ether. G. D. Searle & Co., Chicago 80, Illinois. 


*TRADEMARK OF G. D. SEARLE & CO. 


Research in the Service of Medicine 


SEARLE 
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MINIMIZE HAZARDS 
of E.C.T. 


Chloride brand Succinyleholine Chloride 


“ .. removes practically all 
the previous risks inherent 


9916 


in the treatment. 


Confirming the contribution of ‘Anectine’ to safe E.C.T. therapy: 


Brody, J. 1. and Bellet, S.: Am.J.M.Se. 233:40 (Jan.) 1957. 
Impastato, D. J. and Gabriel, A. R.: Dis. Nerv.System 18:334 (Jan.) 1957. 
Impastato, D. J. and Berg, S.: Am.J.Psychiat. 112:893 (May) 1956. 
Buckley, R. W. and Richards, W.L.: Ohio State M.J. 52:481 (May) 1956. 
Lewis, W. H., Jr.: Dis.Nerv.System 17:81 (Mar.) 1956. 
Moore, D. C. and Bridenbaugh, L. D., Jr.: Anesthesiology 17:212 (Jan.) 1956. 
Jacoby, J., et al.: J.Clin.& Exper. ee hopatho. 16:265 (Dec.) 1955. 
Newbury, C. L. and Etter, L. E.: a A.Arct 1.Neurol.& Psychiat. 74:472 (Nov.) 1955, 
Newbury, C. L. and Etter, L. E.: jaa. 179 (Nov.) 1955. 
. Impastato, D. J.: J.M.Soc.New Jersey $2528 (Oct.) 1955. 
. Lincoln, J. R. and Broggi, F. S.: New England J.Med. 253 :546 (Sept.) 1955. 
. Tucker, W. I., Fleming, R., and Raeder, O.: /bid. 253:451 (Sept.) 1955. 
. Rietman, H. J. and Delgado, E.: Dis.Nerv.System 16:237 (Aug.) 1955. 
. Lewis, W. H., Richardson, D. J., and Gahagan, L. H.: New England J.Med. 252:1016 (June) 1955. 
. Glover, B. H. and Roisum, B. H.: J.Nerv.& Ment.Dis. 120:358 ( Nov.-Dec.) 1954. 
. Saltzman, C., Konikov, W., and Relyea, R. P.: Dis.Nerv.System 16:153 (May) 1955. 
. Robie, T. R.: J.M.Soc.New Jersey 52:82 (Feb.) 1955. 
. Schiele, B. C. and Margolis, P. M.: Minnesota Med. 38:1 (Jan.) 1955. 
. Wilson, W. P., et al.: A.M.A.Arch.Neurol.& Psychiat. 72:550 ( Nov.) 1954. 
. Steven, R. J. M., et al.: Anesthesiology 15:623 (Nov.) 1954. 
. Holt, W. L., Jr.: New York State J.Med. 54:1918 (July) 1954. 
. Holmberg, G., et al.: A.M.A.Arch.Neurol.& Psychiat. 72:73 (July) 1954. 
. Dewald, P. A., Margolis, N. M., ry Weiner, H.: J.A.M.A. 154:981 (Mar.) 1954, 
. Wilson, W. P. and Nowill, W. K.: A.M.A.Arch.Neurol.& Psychiat. 71:122 (Jan.) 1954. 
5. Moss, B. F., Jr., Thigpen, C. H., aad Robinson, W. P.: Am.J.Psychiat. 109:895 (June) 1953. 
. Holt, W. om Je. et al.: Confinia neurol. 13:313, 1953. 
7. Murray, N.: Texas Rep.Biol.& Med. 11 :593, 1953. 
. Murray, N.: Confinia neurol. 13:320, 1953. 
. Alexander, L., Gilbert, I, E., and White, S. E.: /bid. 13-325, 1953. 
. McDowell, D. H., Rahill, M. A., and Tyndall, J. A.: J.Irish M.A. 31:240, 1952. 
. Holmberg, G. and Thesleff, S.: Am.J.Psychiat. 108:842, 1952. 
. Altschule, M. D. and Tillotson, K. J.: New England J.Med. 238:113 (Jan.) 1948. 
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BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y. 
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Typical case: | 
“unmanageable” 
schizophrenic i | 
patient is hostile, | 
untidy and 
inaccessible 
to therapy. 


the “before-and-after” picture in mental 
wards continues to improve, case after 


case, with serpasi 


With Serpasil, 
patient becomes 

calm, cooperative, 
amenable to interview... 
as have thousands 

in this new age 

of hope for 

the psychotic. 


SUPPLIED: 


Parenteral Solution: 
Ampuls, 2 mi., 2.5 mg. 
Serpasil per mi. 
Multiple -dose Vials, 10 mi., 
2.5 mg. Serpasil per mi. 


Tablets, 4 mg. (scored), 2 mg. 
(scored), 1 mg. (scored), 
0.25 mg. (scored) and 0.1 mg. 


Elixirs, 1 mg. and 0.2 mg. 
Serpasil per 4-ml. teaspoon, 


CIBA 


SUMMIT, N. J. 2/2396me 
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IPRONIAZID 


the psychic 
energizer 
is available 
only as 


MARSILID ‘ROCH 


Marsilid® Phosphate —bran@ 
of iproniazid phosphate 


HOFFMANN-LA ROCHE INC 
NUTLEY 10 +» NEW JERSEY 


Original 


Research in 


Medicine 


and Chemistry 
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Luminal and Luminal Sodium—time-tested, 
effective dampers of cortical 
overactivity—control emotional turbulence, 
restlessness and hyperirritability 
promptly and for prolonged periods. 


FOR ORAL USE: 
. » LUMINAL OVOIDS 
Distinctive Sugar Coated 

Oval Shaped Tablets 
Easy Color Identification 
of Dosage Strength 
grain (yellow) 
1% grain (light green) 
1% grains (dark green) 
. LUMINAL ELIXIR 
(14 grain/teaspoonful) 


FOR PARENTERAL USE: 
LUMINAL SODIUM 
Hypodermic Tablets of 65 mg. (1 grain). 


Ampuls (powder) of 0.13 Gm. (2 grains) 
and 0.32 Gm. (5 grains). 

Ampuls (solution in propylene glycol) 
of 1 cc.—0.13 Gm. (2 grains) 
and 2 cc. —0.32 Gm. (5 grains). 


Vials (solution in propylene glycol) 
of 10 cc., 0.16 Gm. 
(21% grains) per ce. 


THE PIONEER BRAND 

OF PHENOBARBITAL 
BACKED BY MORE THAN 
30 YEARS OF EXPERIENCE 


LABORATORIES 


NEW YORK 18, N.Y. - WINDSOR, ONT, 
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| optimal dosages for svat 
based on thousands of Case” 


PHOBIA HYPOCHONDRIASIS TICS FUNCTIONAL G.I. DISORDERS PRE-OPERATIVE ANXIETY 7 
- HYSTERIA PRENATAL ANXIETY + AND ADJUNCTIVELY IN CEREBRAL ARTERIOSCLEROSIS / 
DYSPNEA 


perhaps the safest ataraxic known 


PEACE 


(BRAND OF HYOROXYZINE) 


Tablets-Syrup 


Consider these 3 ATARAX advantages: 


@ 9 of every 10 patients get release from tension, 
without mental fogging 

@ extremely safe—no major toxicity is reported 

@ flexible medication, with tablet and syrup form 


Supplied: 


In tiny 10 mg. (orange) and 25 mg. (green) 
tablets, bottles of 100. 


ATARAX Syrup, 10 mg. per tsp., in pint bottles. 
Prescription only. 


XIV 


New York 17, New York 
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unique 
derivative of 


combines the full effectiveness of the rauwolfias 


with a new degree of freedom from side effects 


Harmony! makes rauwolfia more useful in 
your everyday practice. Two years of 
clinical evaluation have shown this new 
alkaloid exhibits significantly fewer and 
milder side effects than reserpine. Yet, 
Harmony! compares to the most potent 
forms of rauwolfia in effectiveness. 

Most significant: Harmonyl causes less 
mental and physical depression—and far less 
of the lethargy seen with many rauwolfia 
preparations. 

Patients became more lucid and alert, for 
example, in a study' of chronically ill, agi- 
tated senile cases treated with Harmony]. 
And these patients were completely free 
from side effects—although a similar group 
on reserpine developed such symptoms as 
anorexia, headache, bizarre dreams, shakes, 
nausea and vomiting. 


Harmony] has also demonstrated its po- 
tency and relative freedom from side effects 
in hypertension. In a study comparing vari- 
ous forms of rauwolfia?, the investigators 
reported deserpidine “‘an effective agent in 
reducing the blood pressure of the hyper- 
tensive patient both in the mild to moder- 
ate, as well as the severe form of 
hypertension.”” They also noted that side 
reactions were “‘less annoying and some- 
what less frequent” with this new alkaloid. 
Other studies confirm that few cases of gid- 
diness, vertigo or sense of detached exist- 
ence are seen with Harmony]. 

Professional literature with complete in- 
formation on this unique new rauwolfia 
derivative is available upon request. 
Harmony] is supplied in 0.1-mg., 1p 
0.25-mg. and 1-mg. tablets. Ubbot! 


References: 1. Communication to Abbott 
Laboratories 1956. 2. Moyer, J. H. et al; 
Deserpidine for the Treatment of Hyperten- 
sion, Southern Medical J., 50:499, April, 1957. 


* Trademark for Deserpidine, Abbott 
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Dosage: Usually 0.5 to 1 mg. 
twice daily. 

Supplied: Tablets, 1 mg., yel- 
low (scored), and 5 mg., buff 
(cross-scored). Ampoules, 2.5 
and 5 mg. per cc., 10 cc. Oral 
drops, 2 mg. per cc. Also, tablets, 
0.1 mg., orange, and 0.25 mg., 
green (scored) ; elixir, 0.25 mg. 
per 5 ce. 


LILLY AND COMPANY 


in the mentally ill 


SANDRIL 


(Reserpine, Lilly) 


facilitates psychiatric treatment 


‘Sandril’ calms, diminishes anxiety and tension, 
improves the sleep pattern. 


‘Sandril’ frequently produces relaxation, decrease in 
hallucinations and delusions, improved communica- 
tion, and increased depth of effect in psychotic pa- 
tients. Raging, combative, unsociable patients usually 
become more co-operative, friendlier, quieter, and 
much more amenable to psychotherapy and rehabili- 
tation measures. 


‘Sandril’ is virtually nontoxic; does not produce liver 
damage or severe orthostatic hypotension. 


INDIANAPOLIS 6, INDIANA, U.S. 
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In this communication we wish to present 
the results of a study, the purpose of which 
was to evaluate certain aspects of the effects 
of a number of derivatives of Rauwolfia in 
the treatment of patients suffering from 
schizophrenia. Shortly after the. introduc- 
tion of the use of Rauwolfia or some of its 
derivatives in the treatment of hypertension, 
it was noted that they also exerted a bene- 
ficial effect upon certain psychopathological 
symptoms, notably anxiety, tension, worry 
and irritability, and have come to be popu- 
larly known as “‘tranquillizing” drugs. Since 
then, these substances along with others 
which were found to produce more or less 
similar effects, have been widely used in the 
treatment of personality disturbances and a 
considerable amount of literature has accu- 
mulated on this subject. Whereas it is gen- 
erally agreed that beneficial results can be 
obtained with the use of these drugs, a num- 
ber of questions have not been satisfactorily 
answered, and in regard to other questions 
there is considerable lack of agreement. The 
particular questions which appear to us to 
have been left in doubt are the following: 
What are the relative therapeutic merits of 
each one of the specific derivatives of Rau- 
wolfia as compared with one another? How 
do these effects compare with an adequately 
controlled use of placebos? How well are 
the beneficial effects, if any, maintained after 
the termination of treatment? Are there any 
specific psychopathological phenomena that 
are especially likely to be beneficially af- 
fected by any or all of these drugs regard- 
less of the general effect in a given disease 
entity? 

The present study was undertaken to try 
to answer these questions. Six derivatives 


1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., May 13- 
17, 1957. 

2From the Division of Psychiatry, Boston Uni- 
versity School of Medicine, and the Clinical Service 
of the Boston State Hospital, Boston, Mass. 


THE EVALUATION OF THE EFFECTS OF DERIVATIVES OF 
RAUWOLFIA IN THE TREATMENT OF SCHIZOPHRENIA ' 
WILLIAM MALAMUD, M.D., WALTER E. BARTON, M.D., ALICE M. FLEMING, M.D., 


PETER McK. MIDDLETON, M.D., TOBIAS T. FRIEDMAN, M.D., anp 
MAXWELL J. SCHLEIFER, Pu. D.? 


of Rauwolfia were selected for study, each 
one being designated by its generic name, 
with the trade name in parentheses. The 
actual names of these drugs, as well as the 
placebos, were not know to those who ad- 
ministered the medication and recorded the 
observations, the various substances being 
designated by letters of the alphabet, and it 
was only after the completion of the study 
that the code letter was translated into the 
appropriate name of the substance. 

All drugs and placebos, regardless of 
actual dose, were administered in a uni- 
form manner as follows: 2-cc. ampules by 
intramuscular injection for 21 days, fol- 
lowed by 3 small tablets daily for the rest 
of the period (total period of treatment 12 
weeks). Another group received orally 3 
large tablets daily for 21 days, followed by 
3 small tablets daily for the rest of the 12- 
week period. We did not find any appreci- 
able difference in the effects of each drug 
whether administered intramuscularly or 
orally, and in our final evaluation of the ef- 
fects, we have combined the results of the 
two methods of administration. Two of the 
drugs, viz. Rauwiloid and Serpalkon, were 
administered only orally to one group each. 
The following is a list of the drugs used, with 


a brief statement concerning their nature. 


and their general physiological and pharma- 
cological effects.* 

1. Alseroxylon (Rauwiloid), designated 
by letter G. This is a selected fraction of 
the Rauwolfia alkaloids from which the sym- 
pathicolytic and hypertensive alkaloids have 
been removed. It represents the total anti- 
hypertensive, bradycardic and sedative activi- 
ties of Rauwolfia Serpentina. Dosage: 
Large tablets containing 20 mg. each and 


8 All of these substances, including placebos, were 
furnished by the Riker Laboratories, Inc. For this 
material and for some financial help, as well as 
valuable advice and suggestions in the setting up of 
this study, we are indebted to the Riker Labora- 
tories. 
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small tablets containing 6 mg. each. Num- 
ber of patients—15. 

2. Reserpine (Serpiloid), designated by 
letter C. This is one of the pharmacologi- 
cally active alkaloids obtained from Rau- 
wolfia. It manifests sedative, bradycardic 
and anti-hypertensive actions, apparently 
manifested through the hypothalamus. It 
tends to have depressive sequelae. Dosage: 
Ampules 5 mg. per cc. ; large tablets 3.3 mg. 
each; small tablets 1 mg. each. Number of 
patients—33. 

3. Rescinnamine (Rescamine), designated 
by letter A. This is another alkaloid of 
Rauwolfia which manifests anti-hypertensive 
and bradycardic action. It differs from 
reserpine in that it is less prone to produce 
excessive sedation. Dosage: Ampules 5 mg. 
per cc.; large tablets 3.3 mg. each; small 
tablets 1 mg. each. Number of patients—31. 

4. Deserpidine (Recanescine), designated 
by letter B. This is still another pharmaco- 
logically active derivative of Rauwolfia. It 
has been shown to produce approximately 
the same anti-hypertensive and sedative re- 
sponses as reserpine. Dosage: Ampules 5 mg. 


per cc.; large tablets 3.3 mg. each; small 
tablets 1 mg. each. Number of patients—33. 
5. A combination of reserpine (60%), 


rescinnamine (20%), and _ deserpidine 
(20%), under the trade name of Triserpine 
and designated by letters E and H. Labora- 
tory data indicate that potentiation results 
from an administration of the mixed alka- 
loid in its effects upon hypertension. Dos- 
age: Ampules 5 mg. per cc.; large tablets 
3-3 mg. each ; small tablets 1 mg. each. Num- 
ber of patients—29. 

6. Another fraction from Rauwolfia Ser- 
pentina of Indian origin, composed of pri- 
marily weak bases but not totally alkaloidal, 
under the trade name of Serpalkon, was 
designated by letter F. It manifests the 
typical Rauwolfia effects of sedation, brady- 
cardia and hypertension. Dosage: Large 
tablets 4 mg. each; small tablets 1.2 mg. 
each. Number of patients—17. 

7. Finally, placebos, designated by letter 
D, and obviously containing none of the 
above alkaloids. It too was administered in 
the form of ampules, large and small tablets. 
Number of patients—34. 

All of these substances were administered 


in approximately equal numbers of cases 
orally and by injection. The capsules and 
ampules were identical in appearance in all 
cases, and, in order to reduce further the 
possibility of subjective influences, the same 
substance was sometimes used*under two 
separate letters to avoid the possibility of 
influencing the evaluation of the effect of 
any given one of these substances. It is 
because of this that we actually had 12 differ- 
ently designated substances. 


PROCEDURE 


The patients used were all chronic schizo- 
phrenics who had been hospitalized for over 
2 years and some of them had been previ- 
ously treated by other methods, without any 
appreciable effects. We have selected chronic 
schizophrenics for the following reasons: i 
the first place, after a period of observation 
and study, the diagnosis was less likely to 
be in doubt ; secondly, it is a well known fact 
that in the acute cases of this disease, almost 
any form of therapy frequently produces 
transient or even more prolonged states of 
remission. This was obviated by the fact 
that they were chronic patients. Thirdly, in 
the acute phases of the disease, there is al- 
ways the justifiable tendency to try a variety 
of methods of therapy. In the chronic pa- 
tients, however, it was easier to restrict our- 
selves to one method only and then wait for 
results of a follow-up study. Finally, a great 
deal has been said about the fact that some 
of these drugs are particularly likely to pro- 
duce good results in the chronic hospitalized 
patients, thereby reducing materially the 
burden of accumulation of a great many 
chronic cases, and we were especially in- 
terested in testing this contention. 

Two hundred forty patients, male and 
female, were selected with the idea of hav- 
ing an initial 20 patients for each of the sub- 
stances designated by a special letter. The 
patients were selected out of a large number 
of cases in the hospital; and an initial psy- 
chiatric examination was done in each case, 
paying particular attention to the duration 
of the illness and of hospitalization, the his- 
tory of the onset and course of the disease, 
its severity and the particular, types of dis- 
turbanices manifested during the course. The 
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mental status of each patient was recorded 
before the beginning of treatment. The pa- 
tients were assigned to each one of these 
substances with a view to having, as far as 
possible, a similar distribution of the type 
of patient and nature of the disease in all 
of the groups, so that we could subsequently 
have a more reliable basis for evalution of 
the effects of each drug. In order to deter- 
mine the specific effect of each one of these 
substances on certain types of psycho- 
pathological disturbances, we chose a number 
of behavioral items which could be readily ob- 
served both by the psychiatrist and the ward 
personnel, and changes in each one of these 
items was noted by subsequent examinations 
during the 12 weeks treatment in each 
case, again shortly after the termination of 
treatment, and then at the end of a 6-months 
to one year follow-up period. These be- 
havioral items were as follows: anger, com- 
bativeness, noisiness, disturbances in activity 
(either hyperactivity or retardation), diffi- 
culties in cooperation and in communication, 
autism, untidiness, aloofness, disturbances in 
affect, disturbances in night rest, and, finally, 
disturbances in food intake. The status of 
each one of these behavioral phenomena was 
recorded in terms of good, fair or poor, be- 
fore the beginning of treatment. This was 
essential since in the different patients, re- 
gardless of the severity of their illness, some 
of these items may not have shown any ap- 
parent pathology and obviously the final re- 
sults, if satisfactory, would have to be evalu- 
ated against the background of the original 
status. The evaluation of each item in terms 
of possible change related to the treatment, 
was undertaken during the course of the 
12 weeks of treatment, a short while after 
the withdrawal of the drug, and then at the 
end of the follow-up period. In this way 
we hoped to be able to obtain some informa- 
tion not only as to the specific effect of a 
given substance on a special psychopathologi- 
cal phenomenon, but also as to how well this 
effect can be maintained after the drug has 
been discontinued. Finally, at the end of 
the follow-up period, a general evaluation of 
the condition of the patients as compared 
with their original status was made by the 
combined hospital personnel in terms of im- 
provement, as contrasted with either no 


change or even a worsening of the condition. 

For a number of reasons, some of the 240 
patients had to be dropped from the study, 
and we finished at the end of the follow-up 
period with 192 patients, 45 males and 147 
females. One hundred eighty-three of these 
patients were diagnosed schizophrenia all 
through their stay in the hospital. In 9 pa- 
tients, other diagnoses were made at certain 
times during their hospitalization, but the 
condition at the time of the beginning of 
the treatment was primarily that of a schizo- 
phrenic psychosis. In the following chart 
(Chart 1), we have tabulated the general in- 
formation concerning these patients in re- 
gard to the distribution of age, sex, duration 
of the illness and of hospitalization, the sub- 
stances used and the numbers of patients 
treated by each substance. 

During the study, observations were 
checked when possible by two or more per- 
sons so as to exclude personal equations. 
We also made observations on any side ef- 
fects, particularly where untoward compli- 
cations occurred. In only 3 patients of the 
original group we had to interrupt treatment 
because of physical complications. In two 
of these, the administration could be re- 
sumed after a period of interruption ; in one, 
however, the treatment had to be discon- 
tinued. 


RESULTS 


The nature of the behavioral items which 
served as the basis of this evaluation, as in- 
deed the nature of schizophrenia itself, 
makes it impossible to report results in terms 
of exact quantitative differences. At best, 
we can compare changes in each of these 
behavioral items and in the status of the 
patient as a total personality in qualitative 
terms, noting particularly whether a given 
behavior item or the general status of the 
patient at any given time was either “good,” 
“fair” or “poor.’ It was also impossible to 
assign proper weighting to each one of these 
items on a quantitative basis. Thus, for in- 
stance, we could not say with certainty 
whether an improvement in an originally 
pathological state of affect was more or less 
important than similar changes in autism 
or disturbed activity. We therefore concen- 
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14-35 years 


Hospital stay: 
Median: 12.5 years 


n 


Duration of illness 


Course of illness 


Placebo 


Rescinnamine Deserpidine 
(Rescamine) (Recanscine) (Triserpine) (Serpalkon) 
17 patients 34 patients 


Reserpine 
(Serpiloid ) 


Alseroxylon 
(Rauwiloid) 


Substances used 


33 patients 29 patients 


31 patients 


15 patients 


33 patients 


trated entirely upon recording the qualita- 
tive changes in a given item as observed in 
patients treated with one drug as compared 
with what occurred in a similar item in pa- 
tients treated by other drugs or placebos. 
It must also be kept in mind that certain 
behavioral items may have shown no appreci- 
able degree of disturbance in individual pa- 
tients, which meant that in comparing the 
effects of these substances we had to take 
into consideration not only the condition at 
any time during the period of observation, 
but also the original status of that item 
before treatment was started. The absence 
of a change in any one of these items either 
to the better or worse did not necessarily 
mean that the drug had no effect, but might 
be dependent on the fact that the condition 
of that particular behavior function was not 
pathological in the first place and therefore 
could not change to the better although it 
could become worse. Similarly, where the 
condition was very poor to begin with, the 
end result could not become any worse al- 
though it could change to the better. With 
these points in mind we wish to report the 
following results: 

1. Effects of these substances in terms of 
consistent changes in the various items dur- 
ing the course of treatment. These results 
are tabulated in Chart 2. Here we find that 
combining the effects on all of the items and 
allowing for the possible movement towards 
either improvement or worsening of the con- 
dition, the various substances, including the 
placebos, range themselves in a general order 
of rank with “1” indicating the greatest ef- 
fect towards improvement and “7” indicat- 
ing little or no beneficial effect, or even a 
worsening of the condition. The results in- 
dicate 2 bases of comparison: 

a. Since in each item the highest beneficial 
effects are indicated by the lowest numbers, 
the sum total of the ranks of all 12 items 
will provide a rank order of the 7 substances 
used, and in this respect, Triserpine with a 
total of 29 will rank as the most effective, 
whereas the placebos with a total of 70.5 
will rank seventh or least effective, with the 
rest arranged in order between these two. 

b. The various drugs show tendencies to- 
wards specific effects on certain items. Thus, 
for instance, Triserpine seems to show the 
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CHART 2 


THERAPEUTIC Errects DurING CouRSE OF TREATMENT 


Assaultiveness 


Noisiness 
Activity 


Drug 
E-H 
Combination of A, B and C 
(Trisperine) 29 patients 
A 


Rescinnamine (Rescamine) 31 
patients 


Alseroxylon (Rauwiloid) 


Reserpine (Serpiloid) 33 patients. 5 


B 
Deserpidine (Recaniscine) 
33 patients 


Serpaikon 17 patients 


D 
Placebo 34 patients: 7 7 5 


compartively highest effect on communica- 
tion, autism, untidiness, aloofness and af- 
fect ; whereas rescinnamine shows compara- 
tively high effects on the first 8 of the 12 
items. Occasionally we find a drug, as, for 
instance, deserpidine, which may show very 
little effect on most of the behavior items, 
but the highest effect on a specific one (ac- 
tivity). Here too we find that the placebos 
tend to rank mostly at the bottom of the list. 
Two things must be remembered in evalu- 
ating the results in this particular chart. 
First, they represent primarily symptomatic 
effects during the actual administration of 
the drug and this, obviously, does not indi- 
cate so far to what extent these beneficial 
effects may be maintained after the drug has 
been discontinued. Secondly, they do not, 
of necessity, indicate any quantitative 
weighting of these effects. Thus, in the case 
of Triserpine, although 4 of the items are 
ranked 1, therefore indicating that during 
the treatment this substance has produced 
the comparatively highest beneficial effect on 
these particular items, nevertheless there was 
not quite as much difference between 1 and 


Communication 


Co-operation 
Untidiness 
Aloofness 
Night rest 
Food intake 


50.5 
56 


4 7 § 4 6 OS 


7 in this group of items as there was, for 
instance, in regard to the first 5 items in 
which rescinnamine seems to have been most 
effective. The differences here between ranks 
1 and 7 were much more distinct and reliable 
than in the case of the items affected by 
Triserpine. Actually the items in which 
Triserpine ranks first, were representative 
of the basic disturbances of schizophrenia 
and none of the drugs produced any marked 
effect on these symptoms. 

2. The maintenance of the effects after 
the termination of treatment and at the end 
of the follow-up period. These results are 
tabulated in Chart 3. The most striking con- 
trast in this chart is to be observed in the com- 
parison between rescinnamine (Rescamine) 
which ranks Ist and the placebos which rank 
7th. Both are consistent in maintaining the ef- 
fects produced, but, whereas rescinnamine 
seems to maintain its highest degree of effi- 
ciency throughout the period of study both in 
regard to specific behavioral items and the gen- 
eral evaluation, the placebos remain through- 
out the same period with the least beneficial 
effects. It must be added, however, that this 
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CHART 3 


RANK ORDER OF THERAPEUTIC EFFECTS OF THE 
Drucs THROUGHOUT THE PERIOD OF TREATMENT 
AND FoLLow-uP 


treatment 
treatment 
symptoms 
follow-up gen- 
eral evaluation 


Termination of 
6-12 months 
follow-up 


Course of 
6-12 months 


Drug 
A 


Rescinnamine (Rescamine). 2 


G 
Alseroxylon (Rauwiloid) . 3 


E-H 


Combination of A, B and C 
(Triserpine ) 


F 
(Serpalkon) 


Reserpine (Serpiloid) .... 4 


B 
Deserpidine 
(Rescanscine) 


Placebo 6 7 6 


difference is only comparative. Actually when 
we compare the results at the end of the 
follow-up period, we find that in the patients 
treated with rescinnamine, 29% were im- 
proved and 71% were unchanged or worse, 
whereas the figures for the placebos were 
16% improved and 84% unchanged or 
worse, 

In regard to the evaluation of the other 
drugs, it is of interest to note that reserpine 
showed its best effects shortly after termina- 
tion of the treatment, but failed to maintain 
these effects by the end of the follow-up 
period either in regard to effects on specific 
behavior items (Column 3) or in the general 
status (Column 4). Furthermore, Triserpine 
which ranked Ist in effectiveness during the 
course of treatment, consistently lost ground 
during the follow-up, and showed particu- 
larly poor results in the general evaluation 
at the end of follow-up. Finally, deser- 
pidine, which was consistently low in its ef- 
fects on specific behavior items (Columns 1, 
2 and 3), was found to have most improve- 
ments, as judged by general evaluation, at 
the end of the follow-up period (31% im- 


provements and 69% unchanged or worse). 
This may be due to the fact that the original 
beneficial effects of this drug were to reduce 
the disturbances in activity and assaultiveness 
and these effects were well maintained. It is 
easy to see that in a general evaluation of 
the adjustability of the patient, these two 
items would be particularly important. 

Throughout the study, particular atten- 
tion was given to the development of side 
effects of these substances. All the drugs 
showed such effects and they were, of course, 
absent only in the patients receiving placebos. 
These side effects were, generally speaking, 
quite mild and consisted of drooling, stuffi- 
ness of the nose, somnolence, loose stools, 
restlessness, depression and transitory mild 
parkinsonian symptoms. These were liber- 
ally sprinkled among all the drugs and sub- 
sided as the treatment progressed. A few 
patients who showed more definite parkin- 
sonian symptoms were treated successfully 
by temporary suspension of the drug and 
administration of Cogentin 2 mg. t.id. 
Where untoward symptoms failed to subside, 
treatment was discontinued. There was one 
fatality in which the official postmortem 
diagnosis was cardiac decompensation and 
was not considered by the pathologist as due 
to the drug. This patient manifested signs 
of cardiac disease before and it is likely that 
such a condition should be considered as a 
contraindication for the use of these drugs. 
This remains questionable, however, and can 
only be more positively answered after 
further observations. 

In the present communication we have 
restricted ourselves to a certain sector of 
the data relevant to the questions posited in 
the introduction. Some features such as the 
significance of the background of the pa- 
tients studied, the nature and severity of the 
illness in individual cases, the specificity of 
side effects in relation to each drug and a 
number of others require further analysis 
and we propose to deal with these in future 
communications. 


SUMMARY AND CONCLUSIONS 


Six derivatives of Rauwolfia were used in 
the treatment of a series of chronic schizo- 
phrenics, and the therapeutic results were 
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compared among themselves and with re- 
sults obtained through the use of placebos. 
The patients were selected with consideration 
of adequate matching and were evaluated 
psychiatrically before treatment. The course 
of their illness was systematically studied 
during the administration of the treatment 
and for a period of 6 months to one year 
after termination of the treatment. The 
comparison of the effects of both drugs and 
placebos was in terms of changes in specific 
behavior items, as well as the general evalua- 
tion of their clinical status and adjustment 
in the hospital or outside as judged by the 
hospital personnel. The results obtained 
justify the following conclusions: 

1. The drugs differed from one another 
in terms of the degree of beneficial effect on 
the general condition of the patients, some 
being more effective than others ;* and all 
the drugs were more effective than the place- 
bos. However, the spread was not too wide 
and some improvements were observed even 
in the patients to whom placebos were ad- 
ministered. 

2. The effects of the drugs showed a trend 
toward specificity in that each drug tended 
to have a greater effect upon certain behavior 
items than was obtained with other drugs. 

3. In the case of some of the drugs, the 
beneficial effect produced during treatment 
was maintained after termination and 
through the follow-up period, whereas in 
others this effect was not maintained. 


DISCUSSION 


WERNER TuTeEvr, M.D. (Elgin, Ill.).—The term 
“chronic schizophrenic,” in connection with studies 
on tranquilizing drugs, is frequently misleading. 
Many a long standing patient in a mental institu- 
tion has been misdiagnosed through the years. In 
our studies at Elgin State Hospital for the past 
years we have been restricting ourselves to admit- 
ting patients to special studies by symptoms rather 
than by diagnoses. We feel that thus we may at 
least avoid one source of error, that of diagnosis. 
This is entirely permissible as long as we have to 
treat in our field unspecific illnesses with unspecific 
means. 

The double blind method of investigation remains 
the most reliable at this time, yet the pitfalls of it 
have been mentioned in the literature(1, 2), and 
were it not for the fact that side effects invariably 
give the active compounds away and that only too 
frequently there is a worsening of the patient’s con- 


dition on placebos, it might become a valuable tool 
in psychiatric drug research. Experienced ward 
personnel may easily demoralize “blinded” investiga- 
tors by expressing their valuable opinions as to 
“loaded or blank” medication. Severe warnings 
regarding this are necessary on the part of the chief 
investigator at the beginning of each study. 

Twelve weeks of treatment with active com- 
pounds, experimentally, is gratifyingly long in con- 
trast to many studies where patients are kept on 
the compounds for a much shorter period. 

Quantitative evaluations remain difficult, and it is 
doubtful whether any of the individual derivatives 
affect certain symptoms, since the psychiatric 
symptom remains entirely the patient’s personal 
property and has to be interpreted as such. 

The authors mention nothing regarding discharge 
of any of their patients. If the follow-up study was 
performed while patients remained in the institu- 
tion, then due allowance has to be given to the pro- 
tecting institutional environment which continued 
after the patients had been taken off medication. 

As a whole, reserpine and its derivatives have 
decreased in popularity, mainly because patients 
with long institutional records frequently have a 
low blood pressure which discourages the use of 
Rauwolfia. Yet, it is felt that eventually Rauwolfia 
will claim its definite place among the tranquilizers. 
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DISCUSSION 


NorMAN Morcan, M.D. (Warren, Pa.).—It is 
immensely gratifying to discuss a paper such as this 
one by Dr. Malamud and his colleagues. Past ex- 
perience has led us to expect from this group only 
meticulously designed studies which make the re- 
sults appear deceptively easy. An important body 
of basic data has been added to the subject of tran- 
quilizing drugs. 

We have come to accept the double blind tech- 
nique and the pooling of clinical evaluation to 
avoid personal bias as necessities in clinical re- 
search. One is curious to know why such a large 
number as 20% of the original group should have 
to be dr-pped. Although 183 patients is a con- 
siderable number, it must be remembered that each 
test group comprised only 15 to 33 cases. 

The eternal problem to the research worker is 
the nature of the questions he should ask. What 
does he want to know, first, and second what ques- 
tions must he ask to find the answers. Of the 4 
questions that are the basis of this paper, the first 3 
are relatively uncomplicated: the rating of the 
therapeutic effects on 12 symptoms of 6 Rauwolfia 
derivatives as compared with each other and place- 
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bos, and according to the maintenance of the effect 
after treatment termination. 

The fourth question seeking “specific psycho- 
pathological phenomena that are especially likely 
to be beneficially affected” hints at a larger issue 
which seems to me to be the significant one raised 
by this paper. This point is brought out by the 
authors in their discussion of the results. It was 
observed that deserpidine, which was consistently 
low in the comparative rating on its effect on the 
12 specific behavior items, nevertheless was judged 
to have the greatest therapeutic effect in the final 
general evaluation. The criteria for rating the final 
evaluation are not clear in this paper. The 12 symp- 
toms assessed do not add up to a total personality. 
Presumably other criteria are involved in the nature 
of “one’s general impression.” 

The authors suggest that the high final rating is 
the result of the beneficial effect of this drug on 
activity and combativeness, which are benefits con- 
sidered particularly important by the workers. This 
being no doubt true, the following question is 
naturally raised: toward what goal is improvement 
being rated? Toward social conformity, less noise 
on a disturbed ward, less autistic activity, better 


integration of the total personality? Goals in ther- 
apy appear deceptively obvious. 

At a certain stage of research, improvement must 
be measured in terms of specific symptoms. Which 
symptoms are most informative about the totality of 
the patient depends largely on one’s frame of refer- 
ence. It may be that as we find basic symptoms 
which are significant measures of the total per- 
sonality we can develop greater specificity in seek- 
ing and employing drugs. For example, drugs which 
affect combativeness may affect the total personality 
functioning more significantly than drugs affecting 
mutism. 

The fact that a drug should apparently show 
persistent therapeutic benefit 6 to 12 months after 
it is administered, suggests that it influences not 
only the symptoms per se, but some factor basic to 
the symptom. It implies some basic personality 
change that makes combativeness, for example, no 
longer necessary to the patient. 

Although the authors have specifically avoided 
rating the 12 symptoms as to qualitative importance, 
it is to be hoped that further analysis of the data 
will impel them to speculate on this aspect of their 
observations. 
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A BIOCHEMICAL EVALUATION OF THE ACTIVITY OF 


CERTAIN TRANQUILIZERS AND THEIR RELATIONSHIP 


INTRODUCTION 


While the physiological and biochemical 
changes now known to be produced by the 
phenothiazines are many, thus far no theory 
of their action is adequate to explain, or at 
least fully explain, their usefulness in psy- 
chiatric practice. However, the physiological 
impact of the phenothiazines on the endo- 
crine systems are perhaps most promising 
in providing a biochemical rationale for their 
action. 

Chlorpromazine is known to effect pitui- 
tary-gonadal function(1); pituitary-thyroid 
function(2) ; thyroid function(2) ; adrenal- 
cortical function(3); and adrenalin func- 
tion(4, 5), while clinically lactation and 
alteration in menstrual function are not un- 
common sequelae of chlorpromazine ad- 
ministration. 

Studies of the effects of chlorpromazine 
on some aspects of amino acid metabolism, a 
function effected by a variety of hormones, 
will be reported here. Interest in this prop- 
erty of the phenothiazines developed from 
the work being carried out in our laboratory 
on the biochemical effects of several hor- 
mones on nitrogen metabolism. Elsewhere 
we have reported on the effects of a variety 
of hormones on nucleic acid metabolism and 
protein synthesis(6). 


EFFECT OF INSULIN ON SERUM AMINO ACIDS 


Among the hormones studied with par- 
- ticular interest was insulin. For some time it 
had been known that the injection of insulin 
sharply lowers the concentration of serum 


1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., May 13- 
17, 1957. 

2 This investigation was supported, in part, by 
the Office of Naval Research, under Contract 
#NOnr 1850 (00) (01), and, in part, by the medical 
Research and Development Board, Office of the 
Surgeon General, Department of the Army, under 
Contract #DA-49-007-MD-204. 

8 Institute of Living, Hartford, Conn. 
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amino acids as well as the concentration of 
blood sugar(7). We became interested in the 
question of whether or not the amino acid 
effect was of any significance in the promo- 
tion of certain behavioral changes noted with 
some schizophrenic patients receiving insulin 
coma therapy. 

First investigated was the possible inter- 
dependence of the two phenomena : do amino 
acids change as a function of glucose change? 
This question was approached as follows: 
the coma dose of insulin was established in 
the usual fashion. Treatment was continued 
on this dosage together with continuous in- 
travenous injection of glucose given in an 
amount sufficient to maintain the approxi- 
mate fasting blood glucose level. During the 
procedure the patients remained fully alert. 
The data presented in Tables 1 and 2 demon- 
strate that the amino acid and glucose effects 
of insulin are completely separable. The fall 
in circulating amino acids under the influ- 
ence of insulin or under the influence of 
insulin plus glucose are virtually identical. 


FATE OF AMINO ACIDS 


The question of the fate of the amino acids 
under conditions of insulin-glucose was then 
investigated. Elsewhere we have reported 
that the amino acids are taken up into com- 
pounds (nucleic acid-amino acid derivatives ) 
which are probably precursors of protein(6). 
This effect was demonstrated with rat livers. 
Table 3 shows something of the variety of 
amino acids detected by paper chromatog- 
raphy in these nucleic acid-amino acid de- 
rivatives, and their increased concentration 
with insulin. It is not surprising, therefore, 
that the concentration of the several amino 
acids in blood under the influence of insulin 
were approximately equally decreased. 


CHANGES IN AMINO ACIDS IN CSF 


The influence of this changed physiological 
state on the nutritional milieu of the brain 
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TABLE 1 


REACTION OF SERUM AMINO Acip NitrocEN To INSULIN 


Time of Samples (in hours) 


Units cr 
Treat- of in- ° 1 
ment sulin ad- ———*~——_, 
day ministered AAN* G? 


I 10 4.2 gI 
100 5.0 90 
120 46 95 
120 3.5 
140 5-4 
220 4.6 

10 220 4.4 

II 240 5-4 

II 220 5.2 

15 300 41 
380 5.0 


ye Po % amino acid nitrogen in serum. 


AAN? 
4.30 
44 
3.9 
35 
5.1 
3.9 
3.5 
47 
3.9 
3.2 
44 


2G= mg. 
Stage stage 
* Maximum change in AAN (%) = 
mum value. The difference is divided by zero time value. 


car coma as described by Kalinowski. 


— Maximum‘ 
2 3 


G AAN? 
— 4.2 
45 3.7 
4 3.0 
57 3.1 
75 4.0 
90 3.0 
66 28 
17 3-4 
36 3.3 
29 2.6 
42 3.5 


G? Stage® 
3.0 40 
2.3 26 
24 47 
29 40 
2.3 47 
2.5 17 
2.4 29 
2.4 21 
2.3 25 
2.6 14 


RE! 2 


DD 


in same blood sample. 
% change calculated by finding the difference between zero time value and mini- 


TABLE 2 


REACTION OF SERUM AMINO AciD NiTRoGEN To INSULIN wiTH I.V. GLUCOSE 


Time of Sample (in hours) 


Glucose Gn 
LV. (ml.) AAN? 


4.6 104 
121 
104 
113 
103 
109 
107 
105 
III 
108 


500 ml. 
600 ml. 


600 ml. 
500 ml. 
500 ml. 
600 ml. 
600 ml. 
600 ml. 
600 ml. 
600 ml. 
600 ml. 114 
600 ml. 106 


- % amino acid nitrogen in serum. 


a Maximum‘ 
change in 
AAN! G AAN (%) 
3.2 
3.0 
2.9 
3.2 
2.9 
3-3 
3.3 
3.0 
2.9 
3.0 
3.0 
3.0 


total reducing substances in same blood sample. 


* Stage = stage of coma as described by Kalinowski. 


* Maximum c e in AAN (% 
mum value. The diffe rence is divi 


was our next concern. While it is recognized 
that changes in the cerebrospinal fluid ob- 
tained by lumbar puncture do not promptly 
reflect central nervous system metabolism at 
higher levels, it was hoped that some indica- 
tion of the changed physiological picture 
with glucose-insulin would be demonstrable 
in the spinal fluid. 

Table 5 shows some of the changes in 
total amino acid nitrogen under the influence 
of both insulin and insulin-glucose. The 
spinal fluid appears (at least quantitatively ) 
to reflect the changes in amino acids observed 
in serum. Detailed analysis of the concen- 


= % change calculated by finding the difference between zero time value and mini- 
by zero time value. 


tration of the individual amino acids in spinal 
fluids under varying hormonal stimulations 
are as yet incomplete, but preliminary ex- 
periments suggest that the nature of the 
changes does not exactly reflect the changes 
in serum, Studies by other workers(8) of 
the transfer of C**-methionine across the 
blood-brain barrier in the rat report a fall in 
transfer rate after injection of insulin. But 
whether this reflected a drop in efficiency of 
barrier mechanisms due to glucose deficiency, 
or the preferential uptake of the methionine 
in other tissues under the influence of insulin, 
or whether it represented a specific effect of 
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a. Sub- — of AAN 
—40% 
—50% 
BD —46% 
—59% 
—44% 
—48% 
1AAN 
Treat- Units 10% 1 
day sulin G? 
33 83 
41 87 
41 72 
38 102 
41 85 
4.1 8&1 
1 AAN = mg 
2G=—=mg. &% 
le 
ie 
eed 
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TABLE 3 


Amino Acins Founp 1n “Nucterc Actp-AMINO 
Actp” Fractions oF Liver UNpER VARIOUS 
ConpitTiIons ! 


Control Insulin* 
. Aspartic and? Asparazine.... 1 
. Glutamic and Glutamine 
. Serine 
Glycine 
. Threonine 
. Alanine 
. Tyrosine 
. Tryptophan Valine, and 
Methionine 
. Phenylalanine 
. Leucines 
. Arginine 
. Histidine and Lysine 
1 Paper chromatography of 6 N hydrolyzed nucleic acid- 
amino acid fractions. Phenol- -water, and acetic acid-butanol- 
water. Spots developed with ninhydrin spray. 


? Semi-quantitative evaluation of amino acid concentra- 
tion by visual approximation of intensity and diameter of 


spot. 
3 Animal given 10 units insulin with ad libitum 10% 
glucose. Sample obtained after three hours. 


insulin on the blood-brain barrier mecha- 
nisms could not be concluded from the data 
presented. From the results reported in Ta- 
ble 5 we can at least conclude that changes 
in the amino acids of spinal fluid occur in- 
dependently of the effects that the deficiency 


TABLE 4 


Amino Actps In SERUM BEFORE AND AFTER 
TREATMENT WITH INSULIN 4 


Control Insulin? 

Total® (mg. amino acid nitro- 

gen/100 ml. serum) 
. Aspartic and Asparazine‘*.. 
. Glutamic 
. Glutamine 
Serine 
Glycine 
. Threonine 
. Alanine 
. Tyrosine 
. Tryptophan, Valine, and 

Methionine 190 

. Phenylalanine 50 

. Leucines 140 

. Arginine 110 

. Histidine, and Lysine 280 

1 Paper chromatography of deproteinized and deionized 
serum samples. Solvent: phenol-water and acetic acid- 
butanol-water. Spots develo = with ninhydrin spray, cut 
out, extracted and further developed with ninhydrin made 
to standard volume and color read at 570 mu. 

2 220 units insulin administered after removal of control 
sam le. Insulin sample after 3 hours. 


n mg. amino acid nitrogen per roo ml. serum. 
‘ In micrograms of amino acid/ml. serum. 


0 


TABLE 5 


Errect oF INSULIN ON ToTaAL AMINO AcID 
NITROGEN OF SPINAL FLUID 


Insulin? 
lus 
Control Insulin? glucose 
176 164 
166 154 
160 148 


1 Insulin administered without glucose to establish coma 
dose for each patient. Spinal fluids taken 3 hours after 
insulin administration, when coma about Stage 3 of Kolin- 
kowski. 

? After 3 weeks of insulin-glucose treatments. No coma. 
Sample eB. 3 hours after initiation of 22nd insulin-glucose 
treatment. 

*In microgram equivalents of glutamic acid/ml. spinal 
fluid. (Ninhydrin reaction on deproteinized spinal fluid 
sample.) 


of glucose may have upon the integrity of the 
blood-brain barrier. 


EFFECT OF INJECTED PILENOTHIAZINES ON 
AMINO ACIDS 


The next step was to carry out comparable 
studies with certain tranquilizers. Chart 1 


o 
é 


° 
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PER CENT AMINO ACID NITROGEN 


Cuart 1.—Changes in serum amino acid nitrogen 
of rats after I.M. injection of Chlorpromazine, 
Promazine, and SCH-3940. 


shows the effects of various phenothiazines 
on the level of amino acids in serum. These 
effects are of the same kind found with in- 
sulin (and certain other hormones). Here 
again the amino acids appear in the nucleic 
acid-amino acid fractions of liver, but their 
level in cerebro-spinal fluid falls, as is found 
with insulin or insulin plus glucose (Table 
6). 

The effect of the following drugs on the 
level of amino acids in serum and spinal 
fluid in animals was also tested: amytal, 


| 
25 MGS. CHLORPROMAZINE 
23 MES. PROMAZING 
3 M63. SCH.~ 3940 
° 2 3 a 
TIME IN HOURS 
z 
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TABLE 6 


EFrFrect OF PHENOTHIAZINES ON TOTAL AMINO 
Acip NITROGEN oF SPINAL FLuID 


Experi- 
Control mental 


Case I1 182 
Case II 2 172 
Case III ® 168 
15 mg. Trialafon I.M. Sample taken after 2 hours. 
250 mg. chlorpromazine I.V. Sample taken after 2 hours. 
of mg. chlorpromazine I.V. Sample taken after 2 hours. 
*In microgram equivalents of glutamic acid/ml. spinal 
fluid. (Ninhydrin reaction on deproteinized spinal fluid 
sample.) 


phenobarbital, equanil, saline, glucose. Only 
glucose gave any significant changes, which 
probably reflects its action on endogenous 
insulin production. 


COMPARISON OF EEG DATA WITH BIOCHEMI- 
CAL DATA 


Preliminary data in acute human experi- 
ments with insulin, several phenothiazines, 
barbiturates, and equanil, support the sugges- 
tion from rat data that the compounds used 
for sedation and tranquilization fall into two 
separate categories also: those drugs which 
have an immediate effect on the serum amino 
acid nitrogen, ¢.g., insulin and the pheno- 
thiazines, and those which do not, e.g., the 
barbiturates and equanil (see Table 7). This 
biochemical distinction may also be measured 
by the EEG. In concurrent EEG investi- 
gations by Henry and Obrist of these labora- 
tories, which will be reported elsewhere, 
these workers have shown that equanil, when 
administered to humans in doses of 2 gms. 
or more, produces fast EEG activity indis- 


TABLE 7 


Errect oF SevERAL Drucs on FAstiInG SERUM 
Amino Acip NITROGEN 
Time after injection 


(in hours) 0-1-2-3 


Num- 
ber of 
cases 


Drug Amount 


Chlor- 
promazine .. 50mg. 10 
LV. 
. 5mg. 5 44 40 38 3.6 


461 4.3 4.0 3.7 


4-7 0 44 41 


7.5grains 1 48 50 49 48 
LY. 
2 gms, 43 45 45 44 
(oral) 


1 Results in mg. % amino acid nitrogen. 


6.00 


MG. PER CENT AMINO ACID NITROGEN 


WEEK OF TREATMENT 


Cuart 2.—Effect of Chlorpromazine on serum 
amino acid nitrogen. 


(Average of 20 cases) 


tinguishable from that observed with bar- 
biturates. The phenothiazines do not cause 
this type of fast EEG activity, nor does in- 
sulin in the presence of glucose. This is 
further evidence suggesting that these dif- 
ferent classes of drugs exert their primary 
effects by influencing different physiological 
mechanisms. 


EFFECTS OF CHRONIC ADMINISTRATION OF 
PHENOTHIAZINES ON SERUM AMINO ACIDS 


In Chart 2 the effects of oral chlorproma- 
zine given for a prolonged period on the level 
of amino acids in fasting serum are shown. 
The initial fall in level is soon more than 
compensated for by some type of “rebound 
reaction,” but a fresh drop can be induced 
by elevating the level of the drug. 

One possible explanation for the “rebound 
effect” may be as follows: chlorpromazine 
is known to promote the release of adrenalin 
from its storage places and eventually cause 
a deficiency in adrenalin by this means. If it 
is assumed that the effect of adrenalin on 
the concentration of serum amino acids is 
not blocked by the drug, one might anticipate 
a fall in amino acid level with the first ad- 
ministration (reflecting a temporary increase 
in blood adrenaline concentration) followed 
by an increased level of amino acids result- 
ing from the depletion of adrenalin in the 
organism, 

This observation may shed some light on 
the relative resistance to insulin by patients 


4, 
Sept. 
: 200 MG. PER Oay 600 MG. PER DAY 
. 
4 
= 
2.00 - 
: 
4 
a 
~ 
a Sparine ...... 50mg. I 
I.M. 
Amytal ...... 
Equanil ...... 
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receiving insulin coma treatment when the 
treatment is interrupted on weekends. For 
example, on Monday mornings the dose ef- 
fective in producing coma on Friday fre- 
quently fails to induce coma. It may be 
postulated that insulin produces a release of 
adrenalin which antagonizes the effects of 
insulin in reducing blood sugar, but the effect 
becomes less significant as adrenalin stores 
are depleted. 

Finally, observations on the amount of 
chlorpromazine required to produce a sig- 
nificant fall in serum amino acid nitrogen 
and the amount required to produce a clini- 
cal effect in previously untreated patients in- 
dicates that this biochemical measurement is 
a good index of whether or not sufficient 
drug has been administered. No significant 
effects are observed with less than 100 mg. 
a day orally, with consistent effects demon- 
strable at 200 mg. a day and above. 

These results raise an interesting question. 
Do the changes in concentration of amino 
acids produce behavioral changes, or do they 
merely reflect the biochemical changes sig- 
nificant for the production of behavioral 
change? The experimental approach to this 
question is not simple because of the rigor- 
ous regulation of the concentration of amino 
acids in the nutritional milieu of brain by the 
blood-brain barrier. However, several dif- 
ferent experimental approaches which may 
permit evaluation of the behavioral, the bio- 
chemical, and electroencephalographic effects 
of changed amino acid concentrations in 
spinal fluid in the absence of added drugs or 
hormones are planned. 
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DISCUSSION 


Harotp E. Himwica, M.D. (Galesburg, I1l.)— 
Doctors Gordon, Zeller, and Donnelly have made 
an impressive discovery in regard to the effect of 
drug action on the amino acid nitrogen in serum 
and cerebrospinal fluid of human subjects. They 
have found that the phenothiazines, like insulin, 
lower the level of serum amino acids, while the 
barbiturates and meprobamate do not affect their 
level. They also report that meprobamate and the 
barbiturates induce fast waves in the EEG. 

The authors point out that the fall of amino acid 
with the phenothiazines may be caused by an in- 
creased concentration of adrenaline available to the 
tissues because that drug promotes the release of 
adrenaline from its depots. In view of the fact that 
reserpine also releases adrenaline, it is desirable 
to determine whether or not amino acids also 
decrease with reserpine medication as a test for the 
adrenaline hypothesis. 

The authors may believe that the action of insulin 
is not evoked by the adrenaline mechanism be- 
cause it still occurs when glucose is given simul- 
taneously with insulin. It is well known that in- 
sulin hypoglycemia evokes a raised level of adrena- 
line in the blood. But in all of their experiments 
some fall of blood sugar level was reported and that 
the levels observed need not necessarily have been 
the lowest attained. When the medullary portions 
of the adrenal glands of rabbits are destroyed, in- 
sulin fails to produce a decline of serum amino 
acid nitrogen. (J. Biol. Chem. 1934, 104, 207.) 

What significance these results have for behavior 
is to be determined. The authors rightly point 
out, however, that multidisciplinary studies, like 
theirs, give the best opportunity for solving the most 
difficult problem of all, that of human behavior. 
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THE PHYSIOLOGIC BASIS OF THE MANIC-DEPRESSIVE 
ILLNESS: A THEORY 


S. H. KRAINES, M. D.? 


It has been generally agreed not only by 
clinicians like Kraepelin(1), who worked 
with patients in mental institutions, but also 
by investigators like Freud(2), who pio- 
neered in psychodynamics of nonpsychotic 
patients, that a constitutional factor exists 
in the manic-depressive illness. It is also 
generally agreed that psychic factors play a 
major role in the symptom formation. How- 
ever, psychiatrists differ as to the relative 
weight and significance of these physical and 
psychic factors in etiology, symptom forma- 
tion, and therapeutic value. 

It is the purpose of this paper to discuss 
the role of the physiologic factor in terms of 
etiology and mechanism. 

That physical agents influence mood is 
common knowledge. Physical activities, 


drugs, organic diseases, experimental stimu- 
lation of the brain will elevate or depress 


the mood. 

In the manic-depressive illness, extensive 
clinical experience indicates that :* 

1. The onset occurs in the archetype form 
in the absence of precipitating or predispos- 
ing factors ; 

2. A consistent pattern (frequently cyclic) 
is followed by the illness, with a character- 
istic sine wave curve and fluctuations, de- 
spite highly dissimilar psychic backgrounds ; 

3. There is spontaneous recovery without 
psychotherapy ; 

4. Psychotherapy rarely shortens the ill- 
ness and rarely prevents the recurrence of 
attacks ; 

5. A physical agent such as electric shock 
frequently produces recovery from an attack. 

As in any disease process there are many 
deviations from the classical form; so in the 
manic-depressive illness there are many vari- 


1 Read at 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., April 30- 
May 4, 1956. 

2 Address: 30 N. Michigan Ave., Chicago 2, IIl. 

8 Abstracted from Appendix I, Mental Depres- 
sions and Their Treatment. New York: Macmil- 
lan Co. 1957. 
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ations in which psychic factors appear to be 
etiologic. In the classical archetype form, 
however, the onset, course, and termination 
strongly indicate a physiologic etiology. The 
depressive cycle may have an insidious or 
precipitous onset, and is characterized by 
fluctuations which are most intense in the 
middle zone (see Chart 1) and least in the 
lowest zone. The curve descends through 
phase 1 of boredom and dissatisfaction, 
through phase 2 with marked irritability and 
depression, into phase 3 of complete apathy 
and intense melancholia. Occasionally, agi- . 
tation replaces apathy. Passing the nadir, the 
curve ascends through phase 4, still of 
apathy, into the intensely irritable and 
markedly fluctuating phase 5, thence into the 
terminal phase (6) where there is improved 
social adjustment despite a sense of inade- 
quacy. The entire cycle has an average dura- 
tion of 18 months, with variations from a 
few days to many years. The manic cycle 
is a mirror image of the above, but averaging 
4 to 6 months in duration. The curve ascends 
through phase 1 of hypomania where the 
patient is usually regarded as normal though 
erratic, into phase 2 of manic excitement 
usually requiring hospital care, into phase 
3 of delirious mania where there is danger 
of death from exhaustion. After the zenith, 
the patient descends through comparable 
phases to his normal level. 

Some patients have mild depressive at- 
tacks which rarely dip below phase 1 ; many 
have mild hypomanic attacks which rarely 
climb above phase 1. A large number have 
only depressive attacks in their life time, and 
many have only one such attack. Others have 
alternating attacks of manic and depressive 
swings occurring at 6 month intervals. There 
are innumerable variations and combinations. 

The pattern of these cycles, in the arche- 
type form, is characteristic for most patients ; 
the attacks are minimally modified by psychic 
trauma or psychotherapy ; their entire pattern 
is that of a physical illness, with psychic 
overtones. 
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S. H. KRAINES 


Fluctuations in the 
Manic Depressive Cycle 


CHART I. 


Two additional factors support this thesis : 
hereditary susceptibility and endocrine im- 
balance. Numerous studies (Kraepelin 
(1), Banse(3), Rudin(4), Luxenburger(5), 
Lewis(6)) point to the significant influence 
of heredity in this disease. Kallman’s(7) 
studies on identical twins show (and his 
figures are supported by those of other 
workers) that in the relatives of manic- 
depressive patients the incidence of the same 
illness in the parents is 24%, in the half 
siblings, 16.7%, in the full siblings 23%, in 
the dizygotic twins 26.3%, and in the mono- 
zygotic twins 95.7%. 


SUMMARIZING TABLE OF HEREDITARY INCI- 
DENCE OF MANIC-DEPRESSIVE ILLNESS 


Combined figures for the relatives of pa- 
tients show an incidence of 24% in the 
parents (Kallman) ; 16.7% in half siblings 
(Kallman) ; 23% in full siblings (Kallman, 
Rudin) ; 26.3% in dizygotic twins (Kall- 
man), 16.4% in dizygotic twins (Rosanoff) ; 
95.7% in monozygotic twins (Kallman) ; 
69.6% in monozygotic twins (Rosanoff) ; 
2.3% in cousins (Luxenburger) ; 3.4% in 
grandchildren (Luxenburger ). 

Hormonal factors in the etiology are indi- 
cated by the large number of manic-depres- 


sive attacks following childbirth (Boyd(8) ). 
Whereas psychic factors in pregnancy are 
undoubtedly of importance, the frequency of 
a background of hereditary susceptibility in 
these patients, the sudden onset of symptoms 
in the majority of patients shortly after 
childbirth despite the long presence of the 
psychic stresses, the occurrence of the illness 
after one pregnancy and not another, the 
subsequent recurrences unrelated to preg- 
nancy ; all indicate a physiologic factor. Al- 
most 9% of all females who suffer from psy- 
choses of various sorts develop their mental 
disorder in connection with pregnancy (Bel- 
lak(g) ). The premenstrual intensification of 
symptoms, the relationship to the involutional 
period, and the preponderance of females 
over males in the ratio of 2 to 1 also empha- 
size the influence of hormonal changes in this 
illness. 

The question arises, in view of this consti- 
tutional or physiologic factor, as to the site of 
the physiopathology. Since the symptomatol- 
ogy of the manic-depressive illness is psychic 
and psychosomatic, the central nervous sys- 
tem must be involved. The major organ sys- 
tems of the brain include: 1. the extra- 
pyramidal system ; 2. the frontal lobes ; 3. the 
rhinencephalic complex ; 4. the cerebral cor- 
tex ; 5. the diencephalon ; and 6. the midbrain 
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reticular system. Analysis of the known 
functions of these systems provides signifi- 
cant clues. The extrapyramidal system which 
includes the basal ganglia and the cerebellum 
is primarily concerned with motor dysfunc- 
tion, and disease of these areas (Parkinson- 
ism, tumors) results in motor and not in pri- 
mary mood disturbances. The frontal lobes, 
which anatomically and functionally are re- 
lated to the rhinencephalon and the cerebral 
cortex, are described separately in terms of 
the popularity of “‘psychosurgery.” Diseases 
of the frontal lobes (general paresis, en- 
cephalitis, tumors) are associated with minor 
_ personality changes and only secondarily 
with mood changes. Removal of the frontal 
lobes has little effect on the mood swings of 
psychotic patients, and minimal effect on the 
mood of other psychiatric patients. Tension 
and obsessive states are often relieved by 
section or ablation of the frontal lobes but 
the depressive or elated mood remains un- 
touched. 

The rhinencephalon (limbic system), 
originally considered a vestigial remnant of 
the olfactory system, has been shown by 
Papez(10) to be intimately involved in the 
emotional process. According to him “the 
hypothalamus, the anterior thalamic nucleus, 
the gyrus cinguli, the hippocampus and their 
connections constitute a harmonious mecha- 
nism which may elaborate the functions of 
central emotion, as well as participate in emo- 
tional expression.” Kluver(11) in experi- 
ments on monkeys finds that surgical inter- 
ference in this area results in emotional 
changes, and concludes that the hippocampus 
represents a “catalytic activator” basic for 
the proper functioning of affective and neo- 
cortical activities. Ward(12) finds that 
ablation of the anterior portion of the gyrus 
cinguli results in loss of fear. Pribram and 
Kruger(13) find that the amygdala and adja- 
cent cortices are intimately related to emo- 
tional function. Fulton(14) concludes that 
the “orbito-insulo-tempero-cingulate com- 
plex is concerned with emotional expression, 
whereas lateral elements of the neopallium 
are primarily concerned with learning, mem- 
ory, and intellectual functions.” Since it ap- 
pears, therefore, that the rhinencephalic 
complex is intimately associated with the 


elaboration of emotion, it can be postulated 
as a physical site of manic-depressive illness. 

The hypothalamus has at least 3 related 
functions. It is a major station of the auto- 
nomic nervous system, the posterior portion 
being strongly sympathetic, and the anterior 
portion being strongly parasympathetic 
(Gellhorn(15), Hess(16)), and in this way 
influences the visceral system. It also con- 
tains many nuclei which have specific func- 
tions: centers affecting glands of internal 
secretion, vasomotor centers, a temperature 
regulating center, a salt and water regulating 
mechanism, a sleep-waking center (Ranson 
(17)), and an appetite center (Kennedy 
(18), Anand and Brobeck(19)). In addi- 
tion, sham rage and other peripheral expres- 
sions of emotion occur as a result of hypo- 
thalamic activity (Bard(20), Gibbs and 
Gibbs(21)). Several authors (Foerster, 
(22), Fulton(23)) have reported manic-like 
reactions when the hypothalamic area was 
manipulated during surgical procedures. The 
hypothalamus is thus a potential source of 
psychosomatic symptoms as well as of the 
expressions of emotion. 

The thalamus (Chart 2) is primarily a 
receiving station for afferent impulses from 
the body and the external world. The medial 
leminisci carry fibers of position sense; the 
spinothalamic tract transmits pain and tem- 
perature ; the trigeminal tract mediates sen- 
sation from the face, all terminating in the 
thalamus. The optic and auditory fibers 
terminate in the meta-thalami (the lateral 
and medial geniculate bodies). Since emotion 
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is fundamentally dependent on sensory ex- 
perience, a thalamic disturbance will be re- 
flected in emotional disturbance. Moreover, 
many of the disturbances in sensation which 
manic-depressive patients experience, such 
as paresthesias, blurring of vision, disturb- 
ances in hearing, changes in taste, disturb- 
ance in the sense of balance will also result 
if there is a disturbance in thalamic func- 
tion. 

Consciousness ranges from a physical con- 
dition of simple alertness, at one extreme, to 
highly complex psychic awareness, at the 
other. The consciousness of the decorticated 
animal is little more than physical alertness : 
the consciousness of the normal animal per- 
mits him to remember and choose his re- 
sponses. Penfield(24) has ably described 
the continuation of consciousness no matter 
how large an area of the brain is destroyed 
as long as the central core of the brain (the 
centrencephalon) remains intact. Magoun 


(25) and others have demonstrated that the 
reticular system in the upper brain stem is 
intimately related to this state of awareness, 
and that the activity of this reticular system 


is essential in the maintenance of conscious- 
ness. Consciousness, in these terms, applies 
to the physical level of alertness, a highly 
organized stimulus—response mechanism. 
Such “alertness” is a prerequisite for but 
not identical with man’s intellectual and emo- 
tional appreciation of stimuli. Once this 
state of alertness is achieved, then the cere- 
bral cortex can begin to supply the content 
of consciousness; should the reticular sys- 
tem function inadequately, there would be 
a “clouding” of consciousness. Manic- 
depressive patients complain often of “being 
in a daze,” of “things being unclear,” of 
“decreased alertness.’ Concentration is diffi- 
cult with decreased alertness and attentive- 
ness, 

It follows that a physiologic (and re- 
versible) dysfunction in the diencephalic 
area (the hypothalamus, the thalamus, the 
rhinencephalon, and the reticular system) 
(Chart 3) can account for most of the symp- 
toms found in the manic-depressive illness. 
The psychosomatic symptoms and the periph- 
eral manifestations of emotional disturb- 
ance could result from hypothalamic dys- 
function ; the alteration in sensory experience 


on the thalamic level would explain many of 
the sensory disturbances found in these pa- 
tients, and would also explain the alteration 
in the emotional experience which is depend- 
ent on physical sensation. A disturbed func- 
tion in the rhinencephalon, which appears to 
act as an emotion elaborating mechanism 
integrating the diencephalic reactions with 
the cerebral cortex, would result in further 
distortion of the emotions. A change in the 
activity of the reticular system would bring 
about an impairment of consciousness and 
an alteration in the degree of alertness and 
energy output with which the cerebral cortex 
can respond to stimuli. 


Schematic Concept of Biolog Beem of Emotion 


Schematic Concept of Biologic Basis of Emotion 


Interoceptive (visceral) and exteroceptive stimuli 
(somatic sensory) arrive in the thalamus (lateral 
nuclear masses and the geniculate bodies). These 
stimuli, integrated in the thalamus, pass a. directly 
to the cerebral cortex, b. directly to the hypothala- 
mus, and c, via the rhinencephalon (limbic system) 
(cingular gyri, hippocampus) to the mamillary 
body (M), and to the cerebral cortex. The hypo- 
thalamus manifests the physical signs of emotion 
(dilated pupils. hypertension, spasm of smooth 
muscle, etc.) directly through the autonomic nerv- 
ous system and indirectly via the pituitary, The 
cerebral cortex becomes “aware” of the specific 
nature of the stimuli. The rhinencephalon acts as a 
reverberating neuronal mechanism elaborating the 
sensory stimuli into the quality of “emotion” on a 
biologic level ; the cerebral cortex, interacting with 
the rhinencephalon, is the seat of the “conscious” 
quality of emotion. Psychodynamic mechanisms, 
with their physical basis in the cerebral cortex, but 
governed by relatively independent principles, de- 
rive their emotional quality from the activity of the 
diencephalic area. The reticular system acts as a 
non-specific “alerting” mechanism for the cerebral 
cortex. 
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The role of the cerebral cortex in the 
manic-depressive states remains to be ex- 
amined. In terms of specific functions such 
as mediated by the post central gyri, the 
visual and auditory cortices, the precentral 
gyri and Broca’s area, the cerebral cortex is 
not involved since these cortical functions re- 
main intact. In terms of purely intellectual 
functions such as are involved in memory, 
orientation, ability to calculate, etc., the cor- 
tex is not primarily involved. In physical 
diseases of the cerebral cortex whether they 
be of the infectious variety or a result of 
abiotrophy and sclerosis, manic-depressive 
reactions are secondary if they occur at all. 
The preponderance of evidence would seem 
to indicate that the cerebral cortex is not 
primarily disturbed and consequently is not 
the primary site of the manic-depressive 
illness. 

The cerebral cortex is, however, second- 
arily involved. Dependent upon stimulation 
from the lower centers in the diencephalic 
area, the cerebral cortex suffers from an in- 
adequate alerting by the diseased reticular 
system and receives unusual stimulation 
from the disturbed function of the thalamus. 
In consequence, the distorted intero- and 
exteroceptive sensations which are perceived 
in consciousness appear different from usual. 
This alteration in sensation creates a state 
of alarm which is then expressed as the 
“free-floating” anxiety so characteristic of 
manic-depressive patients. 

Once the cerebral cortex is so stimulated, 
psychodynamic laws begin to operate; and 
such psychologic mechanisms as rationaliza- 
tion, repression, and projection bring about 
a host of symptoms which vary from patient 
to patient. Consequently, latent feelings of 
guilt, rationalizations as to cause, symbolic 
expressions by various phobias, and vague 
projection phenomena may occur. It must 
be emphasized, however, that these psycho- 
dynamic reactions which draw their material 
from the patient’s past experiences and his 
patterns of reactions, are secondary reac- 
tions, secondary to the physiologic disturb- 
ance of the diencephalon-rhinencephalon- 
reticular system. 

Clinically, in the archetype form, the in- 
tensity of the symptoms follows a sine wave 


pattern, with many superimposed fluctua- 
tions. As the physiopathology intensifies, so 
do the symptoms ; after the nadir of the de- 
pression (or the zenith of the manic state) 
has been passed and the spontaneous and 
self limiting disease process begins to im- 
prove, so also do the symptoms. 

In the days before modern psychiatric 
procedures, these patients would be hospi- 
talized and with only palliative therapy there 
would be, in the vast majority of patients, a 
spontaneous recovery in 6 to 18 months. The 
psychiatric approach today has a two-fold 
purpose: 1. physiologically to assist in the 
recovery from the disease process, primarily 
by the use of some of the newer drugs and 
by electric shock therapy; and 2. by means 
of psychotherapy to enable the patient not 
only to dispel the secondary psychopathol- 
ogy, but also to help him remove the distor- 
tions of his premorbid personality. 


SUMMARY 


Clinical experience and studies of heredity 
indicate that the etiology of the manic-de- 
pressive illness is physiologic. Examination 
of the possible sites of the physiopathology 
implicates diencephalic-rhinencephalic-reticu- 
lar brain systems. It is the secondary in- 
volvement of the cerebral cortex that results 
in psychopathology. Psychodynamic mecha- 
nisms use the patient’s experiences and re- 
action patterns in the formation of symp- 
toms. As the physiopathology spontaneously 
improves, so do the symptoms. 
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STUDIES IN HUMAN ECOLOGY 


Factors RELEVANT TO THE OCCURRENCE OF BopiLy ILLNESS AND DisTURBANCES 
IN Moop, THOUGHT AND BEHAVIOR IN THREE HOMOGENEOUS 
PopuLATION GROUPS * 


LAWRENCE E. HINKLE, Jr., M.D.. NORMAN PLUMMER, M.D., RHODA METRAUX, Pu. D., 
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GOEBEL, M.D., IRWIN D. J. BROSS, Pu.D., ano HAROLD G. WOLFF, M. D.? 


This is an initial summary of the findings 
from 3 studies which have been carried out 
during the past § years. Two have been com- 
pleted ; the third is still in progress. Twenty- 
four investigators from the fields of internal 
medicine, psychiatry, psychology, sociology, 
cultural anthropology, and medical statistics 
have taken part in these investigations with 
the technical assistance of 8 others. The 3 
population groups which have been studied 
provided a total of 2924 individuals upon 
which the general conclusions are based. 

These studies w: re designed to investigate 
the influence which man’s relation to his 
social environment has upon his health. They 
are based upon the premise that in a group of 
people unselected with regard to health, and 
essentially equal with regard to the various 
factors known to affect health, each indi- 
vidual’s relation to his own life situation is an 
outstanding variable. In such a group, a 
study of the relationship between this varia- 
ble and the state of health of the individual 
members is facilitated. It is not possible, of 
course, to obtain any group of human beings 
which is literally homogeneous with regard to 
all of the various factors which may affect 
the health of its members. One can, however, 
find groups which closely approach homo- 
geneity with regard to the major factors, 
and in which the minor and unrecognized 
factors are presumably scattered at random, 
thus minimizing the influence of these vari- 
ables as compared to the variable under 
study. 


1 Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., April 30- 
May 4, 1956. 

2 From the Study Program in Human Health and 
the Ecology of Man of the Departments of Medicine 
and Psychiatry, New York Hospital—Cornell Medi- 
cal Center, New York, N. Y. 
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Among the major factors that are known 
to have an effect upon the health of humans 
are age, sex, genetic inheritance, constitution, 
the effects of previous disease processes, cul- 
tural background, socio-economic status 
(with all that this implies in terms of diet, 
housing, etc.), occupation, the general physi- 
cal environment, and the opportunities for 
encountering the external causative agents 
relevant to disease. We have studied 3 
groups, each quite different from the other 2, 
and each remarkably homogeneous with re- 
gard to most of these factors. The genetic 
inheritance and constitution of individual 
members, of course, cannot be controlled ; but 
the effect of this and other variables can be 
assessed to some extent by a consideration of 
the individual case material, as will be de- 
scribed later. 

The characteristics of these 3 groups are 
outlined in Table 1. There were independent 
and complete records of all the periods of 
disability, and of the nature of all illnesses, 
which had occurred in the adult lives of the 
members of the two American groups, both 
of which were employed by a corporation 
that kept meticulous records of its employees’ 
health and attendance. In the Chinese group 
we were forced to rely upon the medical 
histories given by the informants, their de- 
scriptions of the symptomatic manifestations * 
of their illnesses, and the results of physical 
examinations and diagnostic tests, in order 
to obtain our information about their health. 
Information obtained in this manner from 
the American informants, when compared 
with that obtained independently from their 
records, was found to be reliable, and it is 
our belief that we have a reliable estimate of 
the health of our Chinese informants. 

In the 2 American groups the following 


> 
. 
> 
ag 
2 
a 
we 
. 
” 
Ve 


HINKLE, PLUMMER, ET AL. 


Group I 
1. Total number studied...... 1297 
2. Number studied intensively .336 
17-50 
5. Cultural background ...... 2nd Generation Irish 
and Italian American 
6. Socio-economic background. Upper-lower class 
9. Lifetime environment ..... Metropolitan New 
York 
10. Sanitation of general sur- 
11. Exposure to pathogens and 
Low 
12. Physical deprivations, pres- 
sures and dislocations ...... Few 
13. Social dislocations and situ- 


ations of uncertainty ...... Few 


investigative procedure was used: the initial 
group was made up of all people employed 
in the same type of work in a division of a 
corporation in a large city—approximately 
1,800 men in one case and approximately 
1,700 women in the other. From these initial 
groups there were excluded all those for 
whom complete records were not available, 
leaving 1,527 men and 1,297 women. These 
larger groups were used for statistical stud- 
ies of the distribution sickness disability and 
the occurrence of various illnesses among 
their members, over a number of years. 
There were many women and men who 
had been observed continuously for 20 years 
or more. All of these women (336) and one- 
third of the men (279) were studied inten- 
sively, using statistical methods. When the 
distribution of illness over a 20-year period 
in these 2 smaller groups had been obtained, 
the 20 in each group who had been disabled 
‘for the greatest number of days, and the 20 
disabled for the smallest number of days, 
were identified. The records of these 40, and 
those of many others selected at random 
from the middle range of each group, were 
examined carefully to ascertain the nature of 
the illness episodes which had been experi- 
enced. The informants, themselves, were in- 
terviewed by an investigator who obtained 
from them a complete medical history, and 
carried out a physical and psychiatric ex- 


TABLE 1 


CHARACTERISTICS OF THE THREE GROUPS 


Group II Group III 

1527 100 
279 100 
17-55 19-72 
Men Men and women 
Mixed indigenous Chinese 

American 
Lower-middle class Upper class 
High school College 


Graduate students pro- 
fessional men 

Metropolitan New Various parts of China 
York (Later United 
States) 

Generally very low 


Skilled workmen 


Generally high 


Moderate High 
Few Many 
Few Many 


amination, as well as additional diagnostic 
procedures if any were necessary in order to 
complete his understanding of the case. At 
the same time, a life history was obtained 
covering the pertinent aspects of the early 
development and later life experiences of the 
informant. 

A somewhat different procedure was used 
with the Chinese. All members of this group 
of 100, selected at random from a larger 
group of approximately 5,000 Chinese gradu- 
ate students and professional men, were 
studied intensively for a total of 16 hours. 
Four hours of this were spent with an in- 
ternist, 4 hours with a psychiatrist, 4 hours 
with a cultural anthropologist and sociologist, 
and 4 hours with a clinical psychologist, who 
administered a battery of tests including the 
Wechsler-Bellevue Intelligence Scale, Form 
I, the Rorschach Test, the Lowenfeld 
Mosaic, a Projective Questionnaire, the 
Sacks Sentence Completions, the Thurstone 
Temperament Scale, and Human Figure 
Drawings. The TAT was given to about 30 
of the informants also. 

Sickness disability was not distributed at 
random among the members of any of these 
groups. In each group there were many 
members who had more illness, and many 
who had less illness, than would be expected 
if chance alone were the determining factor. 
In the group of American men, upon whom 
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the statistical studies are most complete, the 
distribution of sickness episodes closely ap- 
proximates the negative binomial distribu- 
tion—a distribution which is based upon the 
assumption that some factor in addition to 
chance determines the occurrence of such 
episodes. In this group, approximately 10 
percent of the men show a statistical “risk” 
of becoming ill which is at least twice as 
great as the average “risk’’ for the group, 
and another 10 percent show a correspond- 
ingly smaller “risk” (Fig. 1). The general 
effect of this skewed distribution of illness is 
that approximately one-fourth of the indi- 
viduals experienced more than half of all the 
illnesses and upwards of 75 percent of the 
total days disability. 

Our general inference from this finding is 
that, in all of these groups, some factor other 
than chance determines the occurrence of 
sickness in the individual members. Since this 
appears to be a consistent finding, we suspect 
that the same phenomenon occurs in the pop- 
ulation at large. 

An investigation of the nature of the ill- 
nesses experienced by the various members 
of each group revealed that in all 3 groups, 
those who had the greatest amount of sick- 
ness disability had experienced a wide variety 
of illnesses of various types, and various eti- 
ologies, involving a number of body systems. 
While one or two recurrent or chronic ill- 
nesses might predominate in the sickness pat- 
tern of an individual, it was a universal find- 
ing that those who had a great many epi- 
sodes of illness, and a great many days of 
total disability, experienced illnesses involv- 


. AVERICAN MEN 


DISTRIBUTION OF INFORMANTS 
6Y 


EPISODES OF ILLNESS 
2 TWENTY YEARS OF OBSERVATION 


ing a number of body systems. This is illus- 
trated in Fig. 2, from the study of the 
American men, in which the number of ill- 
nesses experienced by each informant is 
plotted against the number of body systems 
involved. As the amount of illness experi- 
enced by each informant increases, the num- 
ber of involved body systems increases. 

There appears to be a similar relationship 
between bodily illnesses and disturbances of 
mood, thought, and behavior. Figure 3, 
taken from the study of the Chinese, illus- 
trates this. Those having the greater num- 
ber of bodily illnesses, regardless of their 
nature or etiology, in general, experience a 
greater number of disturbances of mood, 
thought, and behavior. 

Between major and minor illnesses, the 
same type of relationship appears to hold. In 
each group, those experiencing the greater 
number of minor illnesses in general experi- 
ence the greater number of major illnesses. 
Usually it was found that major illnesses in- 
volved the same body systems most fre- 
quently involved in minor illnesses. For ex- 
ample, individuals having a great many colds 
appear to be more likely to have an episode 
of pneumonia, and those having many minor 
disturbances of mood, thought, or behavior 
appear to be more likely to have major dis- 
abling illnesses in this category. But major 
illnesses may appear in other body systems 
also; the general relationship is shown in 
Fig. 4 which is taken from the study of the 
American men. 

An example of the illnesses experienced by 
a frequently ill informant is shown in Table 
2. This American working woman was 
selected for intensive study because she 
had had 1,041 days of sickness disability over 
a period of 35 years. 

Our general inferences from the foregoing 
findings are that humans, when they move 
from a state of “health” into a state of “sick- 
ness” are likely to manifest disturbances of 
function and pathological processes involving 
a number of body systems. If illness per- 
sists long enough, it is likely to be manifested 
by disturbances in a majority of body sys- 
tems, as well as by disturbances of mood, 
thought, and behavior. We infer that what- 
ever factors are responsible for this operate 
upon man as a whole and influence illnesses 
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An “ILL” AMERICAN WorKING WoMAN: 


“Body system” 


Minor upper respiratory infections ................ (Approx.) 44 
2. Gastrointestinal system .........Cholecystitis and cholelithiasis 2 
3 
(Chronic, nondisabling constipation, low abdominal pain, 
“gas,” and nausea, present for many years) ..............4. 
Postmenoonusal flushes, severe 


10. Eyes . 
11. Teeth 


12. Skin . 


15. Mood, 


Accidents 


Operations 


Total days disabled 
Disabling episodes of illness 
“Major” illnesses 


thought, behavior ........ 


TABLE 2 


Méniére’s syndrome ........... 

(Total extractions) ......... 


Moderately severe depressions 
Anxiety-tension states ........ 


(Symptoms of anxiety, tension, depression chronically 


t. Cholecystectomy 


2. Hysterectomy and oophorectomy ........ccecceeseccvccecs 


3. Excision of fibroma of breast 
4. Total dental extractions .... 


Disabling disturbances of mood, thought, and behavior ....... 


“Body systems” involved 
Accidents 


Ope 


ILLNESSES EXPERIENCED From AGE 16 TO AGE 51 


(Nondisabling headaches occurred about once a month).... 


Episodes of 
disability 
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AMERICAN MEN 
MAJOR vs. MINOR ILLNESSES 
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regardless of their nature or etiology. They 
evidently influence irreversible pathological 
processes as well as reversible disturbances 
of function, and diseases which are potenti- 
ally fatal as well as those which are usually 
transient and relatively harmless. They in- 
fluence the occurrence of disturbances of 
mood, thought, and behavior and the occur- 
rence of bodily illnesses in a roughly parallel 
manner. The relation between these two 
categories of illness thus appears to be one of 
general parallelism. As a group, those who 
have more of one are likely to have more of 
the other. 

When the distribution of illness in the 
lives of our informants was studied, it was 
found that sickness episodes frequently ap- 
peared in clusters; usually they were not 
distributed at random throughout a lifetime. 
Typically, an informant would have periods 
of relatively good health, alternating with 
several years during which he would have a 
number of illnesses of a variety of etiologies 
and involving several body systems, running 
consecutively or concurrently. This is a com- 
mon phenomenon in all 3 groups, and it ap- 


pears to be uniformly distributed in each. It 
occurs among those who have small and in- 
termediate amounts of illness as well as 
among those who have many illnesses. Some 
illnesses and accidents do, of course, appear 
as isolated phenomena; but most illnesses 
seem to occur in clusters. An example of 
this is shown in Fig. 5 taken from the study 
of the Chinese. 

From this phenomenon of “clustering,” we 
infer that whatever factors are operating to 
affect the general susceptibility of our in- 
formants to illness do not exert a constant 
influence at all times. Their effect is greater 
at some times, and less at others. There is no 
predictable period of life when such clusters 
appear, and they have no consistent duration 
or magnitude. From this we infer that these 
factors probably arise out of some changing 
and unpredictable relationship between each 
individual and his environment. 

By correlating events and situations in the 
life histories of our informants with the oc- 
currence of clusters of illness, we have at- 
tempted to ascertain what consistent features 
of the individual’s relationship to his envi- 
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ronment might be associated with fluctuations 
in his general health. So far as we have been 
able to determine, physical hardship, geo- 
graphic and climatic change, and changing 
exposures to toxic or infectious agents, are 
not the significant variables. Only occasion- 
ally does it appear that the development of 
an isolated illness, or a cluster of illnesses, is 
simply the result of some fortuitous encoun- 
ter with bacteria, trauma, or other influences 
arising from the physical environment. 
Genetic inheritance and constitutional en- 
dowment undoubtedly play a role in general 
susceptibility to illness, and probably have 
an important influence upon the total sick- 
ness experienced by an individual throughout 
his life. But the data in general suggest that, 
as compared to the effects of the life situa- 
tion, these factors are relatively unimportant 
in determining the distribution of illness in 
any of the groups. In any case, it is difficult 
to invoke them as an explanation of the clus- 
tering of illness at special times in the lives 
of individual informants. 

We find that clusters of illness usually are 
associated with periods when an individual is 
attempting to adapt to a difficult life situa- 
tion (Figs. 6 and 7). That is to say, such 
clusters commonly occur during periods of 
demonstrable conflict with parents, siblings, 


or spouse, threat to social position, loss of 
significant supports, or excessive demands 
created by the sickness or aggressive be- 
havior of other members of the family, em- 
ployers, associates, and so on. Such observ- 
able difficulties in the relationship to the 
social environment are usually directly stated 
by the informants to be difficult or unpleas- 
ant, with a detailed description of why they 
are difficult and with appropriate feelings. 
From such data alone it is possible to say 
that, in each of these informant groups, the 
relationship of the informants to their social 
environment has an important influence upon 
the occurrence of clusters of illness, and that 
it is much more consistently related to this 
than any other factors which have been con- 
sidered. But the correlation between clusters 
of illness and such “objective” evidences of 
difficult life situations is by no means com- 
plete. There are a great many instances of 
informants existing in what are objectively 
“difficult life situations,” with no observable 
evidence of illness; and, conversely, there 
are many other instances in which clusters of 
illness appeared in the lives of informants at 
times when they were existing in what ob- 
jectively appear to be benign life situations. 

It is axiomatic that man does not react to 
his environment as it is “objectively” per- 
ceived by other people; rather he reacts to 
it, as he, himself, perceives it in terms of his 
own needs and aspirations (using “perceive” 
to include both conscious and unconscious 
processes). There is no way to ascertain how 
a man perceives his life situation without 
using his own subjective impressions, or the 
inferences of an observer, or both. Informa- 
tion obtained in this manner is always biased 
by the attitudes of the informant, and is very 
likely to be biased by those of the observer. 
Such information, therefore, does not lend 
itself to being counted or quantified in a 
mathematical fashion. On the other hand, 
the observer can validly state his inferences 
and present the original case material upon 
which these inferences are based. It has been 
the general inference of all of the observers 
who have participated in these studies that 
the great majority of the clusters of illness 
which have occurred in the lives of our in- 
formants have occurred during life situa- 
tions which the informant, himself, perceived 
as stressful, even though this situation might 
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appear benign to an “objective” observer ; 
conversely, when “objectively” difficult life 
situations are not associated with illness the 
informants usually did not perceive these life 
situations as difficult, even though the ob- 
server might expect them to do so. This was 
a consistent observation among the inform- 
ants in all of the groups, regardless of their 
general state of health. 


CoNCLUSION 


Our inferences from our studies are these: 


man’s relation to his social environment as 


perceived by him has a profound effect upon 
his general health. It influences the develop- 
ment and progression of all forms of illness, 
regardless of their nature, and regardless of 
the influence of other etiological factors. Its 
effect often far outweighs the influence of 
changes in the physical environment and the 
effects of random exposure to pathogenic or 
noxious agents. As a group, those who are 
experiencing difficulty in adapting to their 
social environment have a disproportionate 
amount of all of the illness which occurs 
among the adult population. 
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SOME INTERRELATIONS OF SOCIAL FACTORS AND CLINICAL 
DIAGNOSIS IN ATTEMPTED SUICIDE: A STUDY OF 
109 PATIENTS * 


ELI ROBINS, M.D., EDWIN H. SCHMIDT, M.D., ano PATRICIA O'NEAL, M. D2 


As part of a study of attempted sui- 
cide(1), the social difficulties described by 
these patients who had attempted suicide 
were investigated by direct interview of the 
patients. A high prevalence of such diffi- 
culties was found, as has been reported in 
other studies of attempted suicide(2, 3, 4). 
The emphasis in this study has been on in- 
vestigating the interrelations between the 
diagnosis in a given patient and the social 
difficulties which he reported. The diag- 
nostic groups studied were compared with 
regard to the prevalence of broken homes 
from which they came, suicide in their fami- 
lies, adequacy of the patient’s past and pres- 
ent social adjustment, the social stresses to 
which the patients had been subjected just 
prior to the suicide attempt, and the social 
context of the suicide attempt itself, 1.e., 
the content and nature of his emotional state 
at the time, the main reason he gave for 
making the attempt, and whether the patient 
was alone at the time of the attempt. 

This comparison by diagnostic groups re- 
vealed important differences in these factors 
between the patients with manic-depressive 
psychosis on the one hand and those with 
chronic alcoholism, conversion reaction, or 
sociopathic personality on the other, hand. 
Other findings were the complete absence 
of any patient who was psychiatrically well 
(normal) prior to his attempt and the com- 
plete absence of any patient with an anxiety 
reaction. These findings will be discussed 
with regard to the interaction between social 
difficulties and a clinical psychiatric illness 
in leading to suicide attempts. 


METHOD OF STUDY 


Our observations were made on 109 pa- 
tients who were brought to a large general 


1 Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., April 30- 
May 4, 1956. 

2 From the department of psychiatry and neurol- 
ogy, Washington University School of Medicine, 
St. Louis, and the St. Louis City Hospital (Malcolm 
A. Bliss Psychopathic Institute). 


hospital immediately after having made a 
suicide attempt. The method of selecting 
the patients, the method of obtaining data 
about them, the diagnostic criteria, and the 
authors’ evaluation of the seriousness of the 
suicide attempt have been described in de- 
tail(1). All patients were examined by 
means of an open-ended questionnaire which 
covered past and present medical history, 
details about the suicide attempt, and a per- 
sonal and social history. The personal and 
social history included information concern- 
ing the parental home, school history, work 
history, income, change of residence, marital 
history, legal difficulties, arrests, drinking 
history, military service, and the nature of 
the patient’s relationships with family mem- 
bers, friends, and job associates. Social fac- 
tors in the suicide attempt itself were investi- 
gated by means of inquiries concerning the 
“main reason” the patient made the attempt, 
possible disturbing events and symptoms oc- 
curring prior to the attempt, and the patient’s 
emotional reaction at the time of the suicide 
attempt. (See questions 1 through 49 in 
a previous paper(1).) 

In this report, a detailed comparison of 
86 patients in 5 diagnostic categories— 
manic-depressive depression, chronic alco- 
holism, conversion reaction (hysteria), soci- 
opathic personality (psychopathic person- 
ality), and patients in whom a definite 
diagnosis was not made, the undiagnosed 
group—is presented. Manic-depressive de- 
pression in this study includes involutional 
melancholia and psychotic depressive reac- 
tion, i.e., manic-depressive depression will 
be used even if the patient did not have a 
prior psychotic depression or manic epi- 
sode(1). There are 23 patients who will not 
be discussed in detail. Of these 23 patients, 
8 (those with acute brain syndrome and 
chronic brain syndrome) have already been 
discussed in a study of attempted suicide in 
old age(5). The remaining 15 patients in- 
cluded 6 with schizophrenia, 3 with drug 
addiction, and 6 patients with other psychi- 
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atric diseases(1). These latter diagnostic 
groups were omitted because they each con- 
tained too few patients for statistical treat- 
ment. 

Patients whose symptoms, course, and 


signs did not allow an unequivocal diagnosis » 


to be made were placed in the undiagnosed 
group. A question considered here was 
whether any of the 21 patients in the un- 
diagnosed group had been clinically well 
(normal) until shortly before the suicide 
attempt. 

This paper will consider the interaction 
of social factors with clinical diagnosis in 
patients who attempt suicide. In dealing with 
this interaction it was convenient to describe 
separately: 1, the extrinsic social difficulties 
which the patients experienced during their 
lives and just before the suicide attempt, and 
2. their emotional state for some time prior 
to and immediately before the suicide at- 
tempt. The first category concerns the pres- 
ence or absence of objective and extrinsic 
social difficulties. These socially oriented 
difficulties include (a) problems in on-going 
personal relationships because of friction 
involving spouse, family, friends, or fellow 
workers, (b) inability to meet normal social 
demands as evidenced by financial depend- 
ency, job instability, legal difficulties, and 
excessive drinking, and (c) the response to 
the death of a person important in the pa- 
tient‘s life. The second category concerns 
the emotional state (feelings) reported by 
the patients. These feelings were classified 
in 2 ways: (a) feelings about self, such as 
depression, disgust with self, and worthless- 
ness, and (b) feelings directed towards other 
persons, such as anger, spite, frustration in 


a personal relationship, and a desire to gain 
attention. This distinction between feelings 
about self and feelings directed towards 
others and between the presence and absence 
of socially oriented difficulties is not meant 
to imply that a particular behavior or emo- 
tional state, e.g., excessive marital friction 
or feelings of depression, is primarily a re- 
action to the patient’s social environment in- 
dependent of psychiatric illness or primarily 
a symptom of his psychiatric illness. 

Statistical methods used have been de- 
scribed(1). A significance ratio of 2.0 or 
greater, corresponding to odds of about 20 
to I, was accepted as being statistically 
significant. 


RESULTS 


General Characteristics of the Entire 
Group (Table 1).—The 86 patients who will 
be discussed were in 5 different diagnostic 
groups. There were differences in the sex 
distribution and average ages in each diag- 
nostic group (Table 1). At least 85% of 
the patients in each diagnostic group had 
completed the 6th grade. In the undiagnosed 
group 33% had graduated from high school, 
as compared with 5 to 12% in the other 
groups. In general, the current marital 
status of the groups did not differ appreci- 
ably except that there were fewer separations 
(3%) and divorces (0% ) and more widows 
and widowers (25%) in the manic-depres- 
sive group. In the entire group of 86 pa- 
tients, 52% were married, 15% had never 
married, 18% were separated, 8% were di- 
vorced, and 7% were widowed. 


TABLE 1 


AcE, SEX, AND DIAGNOSIS OF THE PATIENTS 


Men 
A... 


Women Total patients 
A. 


‘ 


Age 
range 
45-78 
23-84 


18-39 
17-34 


Mean 
63.7 
45.8 


26.7 
24.3 


Diagnostic group * 
Manic-depressive depression ... 
Chronic alcoholism 
Conversion reaction 
Undiagnosed 
Sociopathic personality 


* The numbers of 


paper in this series(1) for reasons already stated(s). 


Age ‘ 
range 
27-78 
23-84 
16-52 
12-42 
17-34 


Age 
range 
27-69 
29-47 
16-52 
12-42 
17-26 


No. 
20 
16 
13 
21 
16 


86 


Mean 
56.1 
448 
30.2 
28.1 
23.3 


Mean 
52.2 
38.0 
30.2 
28.8 
22.4 


tients in manic-depressive group and chronic alcoholic group differ slightly from those in the first 


There were 109 patients in the entire study. Twenty-three patients (13 men and 10 women) are not discussed in 


t 
detail in this paper. 
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The Undiagnosed Group.—There were 21 
patients who did not meet the minimum 
criteria(1) for any of the diagnoses (un- 
diagnosed group). Special mention of this 
group is made because unlike the other 4 
groups, it does not represent a single clinical 
entity. It consisted of 12 patients with prob- 
able diagnoses of sociopathic personality, 
conversion reaction, or chronic alcoholism ; 
2 with a psychosis, either manic-depressive 
depression or schizophrenia; and 7 in whom 
a probable diagnosis could not be made. Con- 
sideration was given to the possibility that 
each of these latter 7 patients was clinically 
normal prior to his suicide attempt. Each of 
these 7 patients, however, had had no fewer 
than 4 psychiatric symptoms for at least a 
year before his attempt and was therefore 
probably not clinically well during this time. 

Prevalence of Broken Homes (Table 
2).—In this study broken home signifies 
death of a parent, a permanent separation of 
the patient’s parents, or a temporary separa- 
tion lasting at least 6 months, prior to the 
patient’s 16th birthday. The prevalence of 
broken homes in each of the diagnostic 
groups was striking. The minimum figure 
was 47% in the manic-depressive group and 
the maximum figure was 86% in the pa- 
tients with sociopathic personality. This 
high prevalence of broken homes in patients 
who attempt suicide has also been reported 
by Batchelor(3). Of the causes of broken 
homes noted in Table 2, there are 3 that sug- 
gest familial maladjustment as causes: di- 
vorce, separation, and jail. When these 3 
are considered as reasons for the home 
breaking-up, then a striking finding is evi- 
dent: patients with manic-depressive psy- 
chosis less frequently came from homes dis- 
rupted by divorce, separation, or jail than did 
patients in any of the other 4 diagnostic 
groups. Therefore the homes of manic- 
depressive patients showed less evidence of 
social maladjustment than did the homes of 
the other patients. 

Suicidal Acts in the Patients’ Families.— 
There was a family history (parents, sib- 
lings, and grandparents) of suicide or at- 
tempted suicide in 6% of the patients 
with manic-depressive psychosis, 12% with 
chronic alcoholism, 31% with conversion re- 
action, 10% of the undiagnosed group, and 


TABLE 2 


PREVALENCE OF BROKEN PARENTAL HOMES BEFORE 
SIXTEENTH BIRTHDAY 


Diagnostic group 


4 


depression 
alcoholism 
onversion 
reaction 
Sociopathic 
personality 


Chronic 


ae 


break-up 
of home 


Divorce 


x Manic-depressive 


& & Undiagnosed 


w 
Goak 
 & 
w 


Proportion who 
came froma 
broken home for 
any reason 
Proportion who 
came from a 
broken home due 
to divorce, separa- 
tion, or jail 38 38 38 57 


6% with sociopathic personality. The high 
figure in the families of patients with con- 
version reaction is of interest. 

Previous Adjustment of the Patients 
(Table 3).—Inspection of Table 3 reveals 
that, in general, the manic-depressive group 
showed much less evidence of previous mal- 
adjustment than did the other 4 diagnostic 
groups. This is especially remarkable when 
it is remembered that the manic-depressive 
patients were significantly older than the 
remainder of the patients. In every area 
of adjustment the sociopathic personality 
patients showed more evidence of disturb- 
ance than did the manic-depressive patients. 
When the 3 other diagnostic groups were 
compared with the manic-depressive group 
the following striking differences were evi- 
dent: the patients with chronic alcoholism 
had a higher prevalence of marital difficul- 
ties, previous hospitalizations, and arrests ; 
the patients with conversion reaction had a 
higher prevalence of divorce, general hospi- 
talizations, previous suicide attempts, and 
poor job history; and the undiagnosed pa- 
tients had a higher prevalence of marital 
difficulties, general hospitalizations, poor job 
history, and arrests. 

Although the patients with chronic alco- 
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TABLE 3 


Previous ADJUSTMENT OF THE PATIENTS 


Diagnostic group 
A. 


Manic-de- 
pressive 

depression 


Evidence of poor 
social adjustment 


Marital history 
Divorce * (%) 
Total marital difficulty (%)t+ 
Previous hospitalizations 
Mental (mean no.) 
General (mean no.){ 
Total (mean no.) 
Previous suicide attempts (%) 
Job history (mean length of jobs held, in 


~ 


Chronic 


1 Sociopathic 
alcoholism 


personality 


Undiag- 


Conversion 
nosed 


reaction 
50 62 
69 


0.3 

4.2 

4:5 
14 


1.2 
1.3 LI 
8 19 


0.4 
0.3 
69 


* Includes 2 annulments, one in a chronic alcoholic and one in an undiagnosed patient. 
+ This figure includes the prevalence of divorce plus serious marital incompatibility (the latter defined as separation, 


desertion, threatened separation 
t Excludes hospitalization f 


holism, conversion reaction, and sociopathic 
personality, and those without a diagnosis, 
showed differences in some areas of previous 
adjustment, they resembled each other more 
closely than any one of them resembled the 
manic-depressive group. 


THE SUICIDE ATTEMPT 


Main Reason for the Attempt.—After 
each patient described his suicide attempt 
and the circumstances surrounding it, he 
was asked what he felt was the “main rea- 


physical fighting, and extreme marital dissatistaction). 
or the uncomplicated delivery of a living infant. 


son” for his attempt. These answers were 
categorized as indicated in Table 4. The 
most striking finding was that manic-depres- 
sive patients gave as a main reason a much 
lower frequency of socially oriented reasons 
than did the other 4 groups and a much 
higher frequency of delusions and of feel- 
ings of depression. The patients described 
their main reasons as follows: the manic- 
depressive patients, “Pain in my mouth so 
bad nobody could help me” (somatic de- 
lusion); “Tired and couldn’t sleep”; “I 


TABLE 4 


Main REASON GIVEN BY THE PATIENT FOR MAKING A SuicipE ATTEMPT 


Diagnostic group 


Manic- 


depressive 
depression 


Main reason 

Socially oriented reasons 

Friction with spouse, lover 

Friction with parent, child, or sibling 

Excessive drinking 

Poverty .. 

Legal prosecution 

Death of loved-one 
Feelings of depression, disgust or worth- 

lessness * 

Delusions 17 
Presence of a serious medical or surgical illness. 6 
Denial or “Don’t know” 


* When a 
listed above an 


Chronic 
alcoholism 
% 

64 
2! 


36 
7 
0 


Conversion 
reaction 


Undiag- 
nosed 


77 


58 
14 
5 
Oo 


7 19 
0 
7 0 
aI 5 


atient stated that he was depressed or disgusted but not in relation to any of the socially oriented factors 
not in relation to being medically ill or deluded he was scored here. If he stated he was depressed or dis- 


gusted for any of these reasons he was not scored under feelings of depression but under the appropriate stress which he 
believed was causing his depressed feelings and caused the attempt. 
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couldn’t manage things ; they were too much 
for me”; “I was despondent about my 
(dead) husband”; “I felt bad about my 
sister dying and wanted to die with her”; 
from the chronic alcoholics, “No good rea- 
son”; “I didn’t see any other way—my wife 
didn’t want to live with me any longer”; 
“To keep from drinking. I was hopeless 
and nobody cared for me”; “I was mad be- 
cause my wife didn’t want me to drink that 
whiskey and she was right”; from the pa- 
tients with conversion reaction, “I didn’t 
want to face my husband when he found 
out about the rent trouble”; “To show my 
husband I meant it. I didn’t think he be- 
lieved me”; “I didn’t want to live without 
my baby”; “Everything might be better if 
I wasn’t here”; from the undiagnosed pa- 
tients, “To see if he cared. I get those ter- 
rible headaches and he doesn’t seem to 
worry”; “I was heartbroken about my wife 
leaving”; “To prove I could do it if I 
wanted. I wanted to hurt my mother; she 
keeps reminding me I’m no good. She likes 
to do this. She treats me like a child” ; “Sick 
and tired of the whole thing—my mother’s 
nagging and my sister trying to run my life” ; 
and from the sociopathic personality patients, 
“Disgusted as heck about not being able to 
date Janice”; “On account of being in jail 
and waiting for my trial (for second armed 
robbery offense)”; “To frighten my hus- 
band” ; “Mad, blue, disgusted. My husband 
was suing me for the kids and I didn’t have 
enough money to fight him. And my boy 
friend didn’t show up”; “To get attention. 
I just did it.” 

In patients with conversion reactions and 
sociopathic personalities and in the undiag- 
nosed patients, the socially oriented reasons 
given were related chiefly to heterosexual 
difficulties. In contrast, in the alcoholics 
these socially oriented reasons were related 
to drinking itself, and in the manic-depres- 
sive patients, to death of a person important 
in the patient’s life. Thus, even when the 
manic-depressive patients gave socially ori- 
ented reasons, they were not those associated 
with difficulties in on-going personal rela- 
tionships or with excessive drinking, as in 
the other 4 groups. 

In spite of the fact that the majority of 
the reasons for attempting suicide offered 


by patients in the conversion reaction, un- 
diagnosed, and_ sociopathic personality 
groups were socially oriented, almost a fifth 
of these patients gave profound feelings of 
depression without a specific social reference 
as a reason for their attempts. It is often 
conjectured that such patients are “using” 
a suicide attempt for some ulterior motive. 
While this may be true in some cases, it is 
also true that many are chronically unhappy 
persons who suffer from recurrent feelings 
of depression and hopelessness at various 
times in their lives. 

Possibly Disturbing Events and Symp- 
toms during the Six Month Period Prior to 
the Suicide Attempt (Table 5.)—In addi- 
tion to the ‘‘main reason,” we thought it im- 
portant to ask whether certain specified 
events, the occurrence of which might have 
contributed to their suicide attempts, had 
occurred within 6 months of the attempts 
(Table 5). Sixteen such factors were in- 
vestigated systematically in each of the pa- 
tients (see questions 14-29 in the first paper 
of this series(1)). 

Investigation of these factors revealed 
that the manic-depressive patients had sig- 
nificantly fewer primarily social difficulties 
in the 6 months preceding their suicide at- 
tempts than did any of the other 4 diagnostic 
groups. This was even more strikingly 
demonstrated when the death of a loved-one 
was excluded and the comparison was limited 
to difficulties in on-going personal relation- 
ships and to evidences of inability to meet 
the normal social demands (see footnote to 
Table 5). We believe that this is additional 
evidence that, in general, the manic-depres- 
sive patients lead a less disturbed life than 
patients in any of the other 4 groups. This 
finding correlates well with the findings 
described above concerning the main reasons 
for the suicide attempts, which indicated that 
the manic-depressive patients much less fre- 
quently gave socially oriented reasons for 
their attempts. 

It was of interest that although difficulties 
at work (quitting, being fired, being de- 
moted, or excessive friction with boss or 
fellow workers) and financial problems oc- 
curred rather frequently (Table 5) in the 
entire group, trouble at work was never 
given as a main reason for suicide, and pov- 
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TABLE 5 


Posststy DisturBING Events AND SyMpTOMS DuRING THE S1x MonrtTHs Prior TO THE SUICIDE ATTEMPT 


Diagnostic group 


Manic- 
depressive 
depression 

Event or symptom %o 
Primarily social events 
Friction with spouse or lover ........... 21 
Impending break-up of marriage or love 
Divorce, separation, or desertion 
Friction with parent, child, or sibling .... 12 
Financial problems 6 
Legal difficulties 
Death of loved-one 
Excessive drinking 
Proportion of patients in whom at least one 
social stress occurred * 
Delusions 
Presence of serious medical or surgical illness. 25 
Drinking just before attempt ........ 10 
No evidence of clearly stressful occurrences .. 15 


* If death of a loved-one is excluded, these figures become 48%, 100%, 100%, 95%, and 100%, respectively. 


Socio. 

Chronic 

alcoholism 
% 


Conversion 
reaction 
% 


Undiag- 
nosed 
% 


o 
25 
81 


If ex- 


13 
93 


cessive drinking is excluded, they become 70%, 83%, 100%, 95%, and 100%, respectively. 


erty was given as main reason by only 2 
patients (Table 4). Whether these 2 diffi- 
culties would be more important in a group 
with a higher social and economic status is 
not known. 

Emotional Reaction at Time of Suicide At- 
tempt (Table 6).—The patients were asked 
to describe how they felt (their emotional 
state) at the time of the suicide attempt. 


Their spontaneous answers were grouped 
into 7 categories (Table 6). In addition each 
patient was asked systematically whether 
they felt each of these 7 types of emotional 
reaction at the time of their suicide attempt. 
The results in Table 6 are based on the total 
of spontaneous statements plus answers to 
direct questions. 

The first 3 categories concerned feelings 


TABLE 6 


EMOTIONAL STATE OF THE PATIENTS AT THE TIME OF THEIR SUICIDE ATTEMPTS 


Diagnostic group 


Manic- 
depressive 
Emotional state * — 


Feelings about self 
Worthlessness 
Disgust 
Feelings directed towards others 
Anger .... 
Frustration (in love) .......... ‘ 
Desire to gain attention . 
Feelings about self only ...... 
Feelings directed towards others only 
Both feelings about self and towards others .. 20 


86 patients described only a single emotional state at the time 
of at least 3 emotional states. 


Undiag- 
nose 


Conversion 
reaction 


Chronic 
alcoholism 


100 
45 
64 


55 
18 


45 
0 


77 
61 


61 


38 
31 
46 
33 
23 

7 
70 


15 of the 
a mixture 


25 
0 
75 


5 
63 
* Each of these emotional reactions (states) was asked for independently and scored independently. Onl, 
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of their attempt; 50% of the patients descri' 
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about himself and the last 4, feelings directed 
towards other persons. Even in the 4 diag- 
nostic groups—chronic alcoholism, conver- 
sion reaction, undiagnosed, and sociopathic 
personality—in which a high proportion 
(more than half) gave externally directed 
emotional reactions, these were almost al- 
ways associated with feelings of depression, 
disgust, or worthlessness. Among the entire 
86 patients, there were only 2, one undiag- 
nosed and one sociopathic personality, who 
gave only externally directed reactions. 
These findings indicate that suicide attempts 
are rarely made only because of feelings of 
anger, spite, frustration, or desire to gain 
attention. Even when these elements are 
present they become associated with feel- 
ings of depression, disgust, or worthlessness 
before the patient makes a suicide attempt. 
This is additional evidence that suicide at- 
tempts, even when they are not sincere at- 
tempts to die, are not simply attempts to 
manipulate the environment but are associ- 
ated with feelings of self-depreciation and/ 
or depression. 

The high prevalence of feelings of depres- 


sion, worthlessness, and disgust with self 
in the chronic alcoholic, conversion reaction, 


undiagnosed, and _ sociopathic personality 
groups should not be allowed to obscure the 
profound difference between patients in these 
4 groups and in the manic-depressive group : 
a much higher proportion of the manic-de- 
pressive patients (80%) had only feelings 
of depression, disgust, or worthlessness 
(without any emotional reactions directed 
towards other persons) than had patients 
in the other 4 diagnostic groups—chronic 
alcoholism 42%, conversion reaction 25%, 
undiagnosed 32%, and sociopathic per- 
sonality 23%. This finding is consistent with 
the data already discussed in which it was 
shown that the manic-depressive patients 
much less frequently gave primarily socially 
directed reasons for their attempts than did 
the other 4 groups. 

Communication of Suicidal Intent.—There 
were no statistically significant differences 
among the diagnostic groups in the propor- 
tion of patients who had thoughts of suicide 
prior to the attempt (maximum variation 
was from 31% of the chronic alcoholics to 
53% of the manic-depressive patients) and 


in the proportion of patients who had told 
someone about having suicidal ideas prior 
to the attempt (maximum variation was 
from 14% of the undiagnosed patients to 
35% of the manic-depressive patients). 
These data indicate a slight but insignificant 
trend for the manic-depressive patients to 
have made a less impulsive attempt than the 
other 4 groups, i.e., more manic-depressive 
patients had prior thoughts about suicide and 
had told someone about these thoughts. 

Half of the patients with chronic alcohol- 
ism (50%) and with conversion reaction 
(54%) had made their suicide attempts 
when another person was present. This con- 
trasted with the manic-depressive patients 
and the undiagnosed groups where another 
person was present in only 10% of the cases 
in each group. The sociopathic personality 
patients were intermediate between these 
extremes—25% made their attempts in the 
presence of another person. 

Influence of Age and Sex of the Pa- 
tients —The distribution of the sexes in the 
manic-depressive, undiagnosed, and _ socio- 
pathic personality groups was not signifi- 
cantly different (Table 1). Any contrasts be- 
tween these groups were therefore largely 
independent of the distribution of the sexes. 
The great majority (87%) of the chronic 
alcoholics were men and all patients with 
conversion reactions were women (Table 1). 
The differences in the sex distribution of 
these 2 groups did not account for any of 
the statistically significant differences re- 
ported in the tables. 

The 5 diagnostic groups differed markedly 
in their mean ages (Table 1). The manic- 
depressive patients were the oldest group. 
Because of the differences already discussed 
between this group and the other 4, we 
thought it important to compare these groups 
on an age-adjusted basis, insofar as this was 
possible. Each diagnostic group was divided 
into a younger and older group as indicated 
in Table 7. The younger manic-depressive 
patients were then compared with the older 
groups in the other 4 diagnostic categories 
in order to compare diagnostic groups with 


patients of more nearly equal age.* The 


8 The fact that the older chronic alcoholic pa- 
tients were appreciably older than the younger 
manic-depressive patients did not invalidate this 
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TABLE 7 


Division oF Diacnostic Groups By AGE 


Younger patients 
A 


Older patients 


Diagnostic group 
Manic-depressive depression 
Chronic alcoholism 
Conversion reaction 
Undiagnosed 
Sociopathic personality 


Mean 


Age 
range 


52-78 
44-84 
32.52 
30-42 
24-34 


Age 
range 
27-47 
23-39 
17-21 
12-29 
17-23 


Mean 
64.0 
55.8 
41.7 
35.5 
26.7 


41.1 
30.7 
20.4 
21.4 
20.7 


* These are the groups compared in the text under “In luence of Age and Sex of the Patients.” 


validity of these comparisons is limited by 
the small numbers of patients in each diag- 
nostic group when divided according to age 
and by the fact that the age differences be- 
tween 2 of the groups was so great that even 
using this method, older sociopathic per- 
sonality patients were still significantly 
younger than the younger manic-depressive 
patients. 

The data presented in Tables 2 through 6 
were again compared in these age-adjusted 
groups. The only noteworthy differences 
from the original findings were: 1. Only 
22% of the older chronic alcoholics and 10% 
of the older undiagnosed patients gave di- 
vorce, separation, or being in jail as a cause 
for the breaking-up of their parents’ homes 
(see Table 2 for the percentages in the total 
groups of chronic alcoholic and undiagnosed 
patients). 2. None of the older undiagnosed 
patients had been arrested (see Table 3 for 
comparable figure). 3. The differences in the 
average duration of jobs among the total 
groups—manic-depressive longer than the 
other 4 groups (Table 3)—did not occur in 
these adjusted groups, except that the socio- 
pathic personality patients still had held a 
job significantly shorter periods than pa- 
tients in the other 4 groups. 4. A higher 
proportion (57%) of the younger manic- 
depressive patients complained of friction 
with their spouses than had the total manic- 
depressive group (see Table 4 for compara- 
ble data). These 4 differences do not 
seriously affect the conclusions previously 
discussed. 

Seriousness of the Suicide Attempt.— 
Another factor that might affect the results 


age-adjusted comparison, since, if the differences in 
the total groups had been due to age, these differ- 
ences would have been reduced or reversed. Instead 
these differences remained approximately the same. 


is the relative proportions of patients who 
had made serious attempts in each diagnostic 
group. In the chronic alcoholic, sociopathic 
personality, undiagnosed, and conversion re- 
action groups there were only 2, 1, 2 and 5 
patients, respectively, who had made serious 
attempts according to our criteria. In the 
manic-depressive group there were 14 pa- 
tients whose attempts were judged serious 
and 6 not-serious. When the serious patients 
in the manic-depressive group were com- 
pared with the not-serious patients, there 
were no significant differences (within the 
limitations imposed by the small size of the 
not-serious group) between them in regard 
to the factors considered in Tables 2 to 6. 

It is of interest that a significantly higher 
proportion (70%) of the manic-depressive 
patients had made serious attempts than had 
the other groups—alcoholics 12%, undiag- 
nosed 10%, sociopathic personality 6%, and 
conversion reaction 38% (this latter per- 
centage did not quite reach the level of sta- 
tistical significance when compared with the 
manic-depressive patients, significance ratio 


=I .go) 
DIscussION 


The data of this study show that patients 
with manic-depressive psychosis had signifi- 
cantly fewer socially oriented difficulties than 
did patients with chronic alcoholism, con- 
version reaction, or sociopathic personality. 
This was also true of the manic-depressive 
patients when compared with a group of un- 
diagnosed patients, the majority of whom 
had a probable diagnosis of chronic alco- 
holism, conversion reaction, or sociopathic 
personality. The emotional states described 
by the manic-depressive patients just preced- 
ing their suicide attempts were most fre- 
quently feelings of depression, of disgust 
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with self, and of worthlessness, whereas 
those described by the other 4 groups in- 
cluded a high frequency of feelings of anger 
or spite, of frustration in a marital relation- 
ship or in love, and of a desire to gain atten- 
tion. The manic-depressive patients also 
showed a significantly better lifelong adjust- 
ment than the other 4 groups—a more stable 
job history, less marital friction, less divorce, 
less hospitalizations, and fewer arrests. 
These findings are similar to those reported 
by Batchelor(2) in discussing the contrast 
between patients with manic-depressive psy- 
chosis and those with sociopathic personality. 

The complexity of the relationship be- 
tween attempted suicide and social stresses 
is indicated by 3 of the findings of this study. 
First, although the overall frequency of so- 
cial difficulties was high in the entire group, 
there were 2 diagnostic groups, manic-de- 
pressive and chronic brain syndrome,‘ in 
which the frequency of socially oriented 
difficulties was relatively low. Four-fifths 
of the patients with conversion reaction, soci- 
opathic personality, and chronic alcoholism 
reported a socially oriented disturbance as a 
precipitating factor in their attempts, 
whereas only one-fifth of the patients with 
chronic brain syndrome and manic-depres- 
sive depression reported socially oriented 
disturbances. This suggests that the clinical 
diagnosis is an extremely important inter- 
vening variable in determining the impor- 
tance of socially oriented difficulties in pre- 
cipitating a suicide attempt. 

Secondly, the probable absence of any 
clinically normal patient in the entire series, 
implies that when psychiatrically well people 
are subjected to marital friction, divorce, 
death of a loved one, financial insecurity, 
and other social stresses they do not respond 
by making suicide attempts. This strongly 
suggests that a suicide attempt is a way of 
responding to social stresses that is not pos- 
sible for psychiatrically well persons. This 
same idea has been expressed in a somewhat 
different fashion by Stengel(6), “‘At- 


4 As indicated under “Method of Study,” the ma- 
jority of patients with chronic brain syndromes 
have been described in another report(5). These 
patients resembled the manic-depressive patients 
with respect to the low frequency of socially oriented 
difficulties. 


tempted suicide’ is a behavior pattern which 
is at the disposal of only a limited group of 
personalities.” It is still a possibility, how- 
ever, that psychiatrically well persons may 
successfully commit suicide. 

Thirdly, the question arises whether there 
is any diagnostic group of psychiatric pa- 
tients who do not respond by making a sui- 
cide attempt, i.e., is there any psychiatric ill- 
ness in which suicide attempts are rare or 
never occur as a symptom or response? In 
this study there was not a single patient with 
an anxiety reaction (anxiety neurosis). 
There were other diagnostic categories not 
found among the patients, e.g., homosexu- 
ality or manic phase of a manic-depressive 
psychosis ; however, the relative scarcity of 
these diseases in the population at large 
makes it unlikely that they would occur in 
this series of 109 patients. On the other 
hand, since anxiety reaction is probably the 
most prevalent psychiatric illness—about 5% 
of the entire population(7)—it would be ex- 
pected to occur in this series of patients. 
The probable absence of even a single pa- 
tient with this illness indicates that patients 
with anxiety reaction do not attempt suicide 
or do so extremely rarely. Thus, simply 
being psychiatrically ill is not sufficient to 
lead to suicide attempts, but suicide attempts 
seem to occur only in certain specified psy- 
chiatric illnesses. 

In this connection it is important to ask 
if any of the 7 undiagnosed patients in whom 
even a probable diagnosis was not made could 
have been psychiatrically well prior to their 
suicide attempt or could have suffered from 
an anxiety reaction. We have already pre- 
sented the data indicating that they were 
probably not clinically well (normal) prior 
to the attempt. Since even no probable diag- 
nosis was made in these 7 patients, the pos- 
sibility of any or all of them having had an 
anxiety reaction cannot be excluded. We 
think it improbable that they did since every 
one had at least 2 symptoms not character- 
istic of anxiety reaction, and none had the 
fully developed syndrome as described else- 
where(8). 

The contrast between manic-depressive 
patients and the chronic alcoholic, conver- 
sion reaction, undiagnosed, and sociopathic 
personality patients is a contrast between a 
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group of psychotic patients and 4 groups of 
patients who were not psychotic. Since the 
psychotic group showed a lesser frequency 
of socially oriented problems, it is important 
to ascertain if this was due to incomplete 
reporting in this group. Dahlgren(4) in a 
study of attempted suicide has pointed out 
that data concerning “eliciting causes” of 
the attempt were generally lacking in his 
psychotic patients. Since his patients were 
not systematically interviewed at the time 
of the attempt, he speculates, in retrospect, 
that the examiner might have been satisfied 
with the psychosis as the most important 
cause of the attempt and did not investigate 
socially oriented factors. This was not the 
case in this study because the same social 
factors were systematically investigated in 
every patient, regardless of diagnosis. How- 
ever, even using a standardized question- 
naire, it is possible to get less complete 
answers from patients whose illness inter- 
feres with their ability to respond. But none 
of the manic-depressive patients in this study 
was mute and only 10% tended to give pri- 
marily monosyllabic answers. 

A final point about diagnosis is the absence 
of any patient diagnosed neurotic depressive 
reaction. As pointed out in the first paper 
of this series(1), when marked feelings of 
depression occurred in patients with a pre- 
existing psychiatric illness such as conver- 
sion reaction, chronic alcoholism, or socio- 
pathic personality, the depression was con- 
sidered a symptom of the pre-existing 
illness and not as a separate diagnosis. It is 
possible that the 7 patients in the undiag- 
nosed group in whom a probable diagnosis 
was not made might be considered by other 
investigators as examples of neurotic de- 
pressive reaction. If this were the case, then 
patients with a neurotic depressive reaction 
still would have constituted only 6% of the 
total group of 109 patients. 

Stengel, in an interesting series of papers 
on attempted suicide(6, 9, 10) has empha- 
sized the “appeal character” and the social 
effects of the attempt. The long-term social 
effects of the suicide attempts were not in- 
vestigated in the present study. Presumably 
all of the patients in this series who stated 
they made the attempt in order to gain the 
attention of a person important in their lives, 


some who reported a frustration in love, and 
some who reported marital difficulties could 
be considered as having made an appeal. 
Batchelor, however, has raised the question 
whether the majority of suicide attempts in 
sociopathic personality patients in his study 
had an “appeal character” or were impulsive 
acts without an element of appeal(2). And, 
in our own series, very few if any of the at- 
tempts of the manic-depressive or chronic 
brain syndrome patients could be considered 
to have an appeal character. This interest- 
ing concept of the “appeal character” of 
suicide attempts, therefore, seems to us to 
require more detailed investigation. 

The findings of the present study suggest 
the following schema for describing the 
interrelationships of psychiatric diagnosis, 
social difficulties, and attempted suicide: 
1. Psychiatrically well (normal) persons 
never or very rarely make suicide attempts, 
regardless of the severity of the social 
stresses to which they are subjected. 2. Al- 
though suicide attempts occur as a mode of 
response in almost all diagnostic groups in 
psychiatry, they rarely if ever occur in 
patients with an anxiety reaction (anxiety 
neurosis). Apparently patients with anxiety 
reaction, in spite of being psychiatrically ill, 
have little predisposition to attempt suicide. 
3. Those psychiatric illnesses in which sui- 
cide attempts occur may be divided into 2 
categories, one (including chronic alcohol- 
ism, conversion reaction, and sociopathic per- 
sonality) in which social difficulties appear 
to be a frequent precipitating factor for the 
suicide attempt, and another (including 
manic-depressive depression and chronic 
brain syndrome) in which social difficulties 
are infrequently associated with the suicide 
attempt. Thus, even in the diagnostic cate- 
gories in which suicide attempts may occur, 
there are important differences in the role 
played by social stresses in precipitating the 
attempts. It would be interesting to com- 
pare systematically patients with chronic al- 
coholism, conversion reaction, and socio- 
pathic personality who have never attempted 
suicide, with patients with these illnesses 
who have attempted suicide, in order to 
understand what predisposing factors other 
than social difficulties and clinical diagnosis 
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are necessary to precipitate a suicide attempt 
in these groups of patients. 


SUMMARY 


1. A study has been reported of social 
factors in the suicide attempts of 109 pa- 
tients brought to a general hospital immedi- 
ately after having made a suicide attempt. 

2. Patients with chronic alcoholism, con- 
version reaction, and sociopathic personality 
reported a much higher frequency of social 
difficulties, such as marital friction, divorce, 
job instability, and financial dependency, 
than did patients with manic-depressive psy- 
chosis and chronic brain syndromes. They 
not only were involved in more social diffi- 
culties at the time they made the suicide at- 
tempt, but also reported more such difficul- 
ties throughout their lives. 

3. Just before the manic-depressive and 
chronic brain syndrome patients attempted 
suicide they were disturbed by feelings of 
depression, self-disgust, and worthlessness, 
but seldom by feelings of anger or spite to- 
wards other persons or by feelings of frus- 
tration or neglect caused by others, while the 
patients in the other 3 diagnostic groups 
showed the opposite pattern. 


4. There were probably no psychiatrically 
well patients and probably no patients with 
an anxiety reaction (anxiety neurosis) in 
the entire group of 109 patients who had 
made a suicide attempt. 

5. The interrelationships of social difficul- 
ties, diagnosis, and suicide attempt, based on 
the findings of this study, were discussed. 
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BROMIDE INTOXICATION AND QUANTITATIVE 
DETERMINATION IN SERUM 


SIDNEY J. TILLIM, M.D.* 


Finding in a patient a blood bromide of 
1470 mgm %, reaffirmed in another labora- 
tory, prompted an inquiry to Queries and 
Minor Notes of the Journal of the Ameri- 
can Medical Association. T ie consultant’s 
reply(1) pointed out the unreliability of the 
Wuth method for quantitative determina- 
tions. It also stated, “By all the evidence 
with which I am familiar, blood bromide level 
of 1470 mgm % not only exceeds any pub- 
lished records, but in my judgment it is 
quite impossible since it far exceeds the 
amount compatible with life . . . and must 
be explained by possible error in calculation 
or computation.” 


WUTH METHOD 


The Wuth method with various modifica- 
tions has been used almost exclusively in 
clinical laboratories for approximately 30 
years. In essence, it consists of adding gold 
chloride to a protein-free sample to be tested. 
Changing color to yellow, brown or even 
reddish brown indicates the presence of bro- 
mide, presumably due to formation of gold 
bromide. The percentage concentration is 
determined with a colorimeter. Wuth orgi- 
nally used the less accurate method of com- 
parator tubes. 

The author does not recall any previous 
publication of blood bromide values even ap- 
proximating that found in the patient. The 
librarian of the American Medical Associa- 
tion(2) after a search located a reprint of 
an article by Gundry(3) which mentions 
values of 555 and 715 mgm %. It also refers 
to 7 deaths or about 1% of bromism cases 
reported in the literature. Dr. Maurice J. 
Taylor(4), Salt Lake City, who had previ- 
ous experience with our patient reported 
February 10, 1955, that in the past 18 
months he had found 2 cases with blood 
bromide levels of 960 and 1350 mgm %, 
“still apparently able to work but having 
evidence of personality changes.” One of 
these 2 patients had an exploratory for sus- 


1 Address: Nevada State Hospital, Reno, Nevada. 
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pected cord tumor at T3 with a finding of 
“generalized arachnoiditis apparently due to 
bromine changes.” 

The AMA consultant volunteered the 
opinion that “bromides are relatively mild 
and relatively harmless unless taken to ex- 
cess over long periods of time.” This is a 
more mild caution about the use of bromides 
than appears in the advertising of Miles 
Nervine which happens to be the product 
the patient had taken. The manufacturer 
cautions that “over dosage or habitual use, 
or use in the presence of kidney disease may 
be dangerous.” The author has directed at- 
tention to some of the hazards of bromide 
medication(5). Neither the reassurance nor 
the caution contributes to public protection. 
Well persons do not require sedatives. Bro- 
mide users are not dependable to limit use 
to mild conditions while the drug is pur- 
chasable over the counter. There are definite 
contraindications to the use of bromides 
which physicians sometimes overlook with 
deteriment to patients. Miles Laboratories 
questions the authenticity of reported cases 
of bromism with the statement “most of such 
cases in a medical history sense are quite 
unreliable(6).” This minimizes the inci- 
dence and seriousness of the problem. The 
clinical picture of bromism in toxic degree 
is sufficiently suggestive and the course under 
treatment is conclusive. Treatment of the 
bromism is the primary therapeutic goal; 
underlying conditions such as nutritional dis- 
turbances, organic disease and psychic prob- 
lems are dealt with afterward. Our cases 
support these views. 


CASE REPORTS 


Case 1.—D.C., a 45-year-old periodic alcoholic, 
admitted January 12, 1955, after several admissions 
to 2 different hospitals since November 2, 1954, 
when first admitted as a case of acute alcoholism. 
His last discharge from the general hospital was 
January 2 with a supply of paraldehyde to com- 
plete his recovery. On January 5 the paraldehyde 
was discarded in favor of “Nervine” because the 
wife protested the odor around the house. Between 
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then and the date of admission he consumed about 
20 oz. of this preparation. Commitment as a mental 
case was based on episodes of confusion and dis- 
orientation, agitation, restlessness, insomnia and in- 
termittent voicing of paranoid delusions. Physical 
examinations showed tremors of the hands, slurring 
speech and an ataxic gait. A blood bromide de- 
termination on January 13 was reported as 1470 mgm 
%. Because of the unusual finding, the !aboratory 
repeated the test several times with various modi- 
fications and the lowest figure that day was 1438 
mgm %. The laboratory used the modified Wuth 
method and the Klett-Somerson Colorimeter ac- 
cording to the Klett-Somerson clinical manual. 
Separate samples were submitted the following day 
to another laboratory. The results of tests in the 
two laboratories follow: 


Laboratory 1 


1/13 1470 
460 
Laboratory 2 
377 
461 


Subject was treated with oral and intravenous 
chlorides. Sedation was provided from chlorpro- 
mazine of only 25 mgm t.id., except for the first 
dose of 50 mgms. There was a temporary aggra- 
vation of the neuropsychiatric symptoms during 
the 3rd and 4th days in the hospital, but steady 
progress toward recovery thereafter. Blood bro- 
mide dropped to 49.2 mgm % on February 9 and 
patient was discharged as recovered. 

CAsE 2.—A.G., a 74-year-old white male, admitted 
November 9, 1954, was well until about 2 months 
before admission. He became depressed and agi- 
tated over the alleged loss of a mining claim and 
was admitted to a private sanitarium. There he 
received 8 electroshock treatments while residing 
outside. At the time, he received Thorazine medi- 
cation. He improved clinically, but developed 
jaundice, presumably due to the medication. He 
also received a prescription of Sedaphen, a mixture 
of phenobarbital and bromide, to take one or two 
teaspoonfuls “as needed for nervousness,” from 
October 7 to the 24. On his return home Novem- 
ber 7 he was on paraldehyde for 3 days, drams 


2, “as needed,” until admitted to this hospital. On 
admission, he was in a restless, stuporous delirium. 
Physical examination was difficult because of un- 
cooperativeness. He failed to improve on general 
supportive measures. The atypical character of the 
psychosis led to closer questioning of the relatives 
about previous medications and a blood bromide 
determination done November 18 showed a level of 
323.3 mgm %. The spinal fluid bromide on Novem- 
ber 22 was 103.3 mgm %. Subject continued dis- 
turbed and uncooperative, making administration 
of chlorides, either oral or by vein, not too satis- 
factory. 

Ten days post-admission he showed signs of 
cardiac decompensation and elevation of tempera- 
ture. On November 22, he was transferred to a 
general hospital and there died December 11, 1954. 
Causes of death were given as: 1. Organic heart 
disease; 2. Bromide intoxication. Blood bromides 
taken at the general hospital showed on November 
23 a concentration of 222 mgm %, and on Decem- 
ber 9, 172 mgm %. 

Case 3.—F-.S., a 79-year-old married Italian, was 
admitted January 14, 1953 because of recurring 
episodes of confusion. The last episode began 2 
weeks before admission and was associated with 
auditory and visual hallucinations. He was a trans- 
fer under commitment from a general hospital 
where he had been treated for 5 days with pheno- 
barbital and dilantin for tremors and convulsive 
reactions. Examination showed general tremulous- 
ness, confusion, disorientation and hallucinosis. The 
heart was enlarged in mild decompensation with 
auricular fabrillation and liver enlargement. He 
walked unsteadily on a wide base. He had been on 
Elixir Chloral and Bromide which contains 120 
grains of bromide per ounce from December 10 to 
the 24, consuming 10 to 12 ounces before being 
hospitalized. The prescription instructions were 
for a teaspoonful t.id. and 2 teaspoonfuls at bed 
time. A blood bromide determination the day after 
admission showed 304.2 mgm %. The second test on 
January 22 showed 299.7 mgm %. On January 23 
the spinal fluid bromide was 183.15 mgm %. The 
patient made gradual improvement under chloride 
therapy and on February 6, 1953 was returned to 
the general hospital for treatment of his cardio-renal 
syndrome. He was readmitted May 12, 1953 and 
died June 14, 1953 of myocardial failure. 

Case 4.—R.C., a 37-year-old chronic alcoholic in 
his third admission was brought to the hospital 
January 28, 1954 from the local jail. He had been 
charged with drunkenness. Physical examination 
was essentially negative except for a generalized 
punctate rash over the chest, abdomen and thighs. 
He was oriented and co-operative but boastful and 
garrulous. 

During the 3 days in jail he received bromide 
medication, prescribed by a physician but dispensed 
by the jailer so that the amount given is uncertain. 
A blood bromide determination the day after ad- 
mission revealed 274.28 mgm %. A second exami- 
nation 4 days later showed a blood bromide level 
of 260.75 mgm %. Sodium chloride therapy reduced 


—~ 

a 

. 

| | 

‘i 

F 

4 

- 

» 


234 


BROMIDE INTOXICATION 


[ Sept. 


the blood bromide level to 105.45 mgm % by the 
twelfth day. Recovery was uneventful including 
disappearance of the rash. 

Case 5.—S.G., a 62-year-old white female, was 
admitted June 13, 1955 as a transfer from a local 
general hospital where she was admitted for an 
acute emotional disturbance, due to the impression 
that the neighbors had read a telegram of her son’s 
accidental death, which was true. A daughter re- 
lated that the patient had been paranoid for 8 years 
and had become worse the past 2 weeks. She had 
been on “Nervine” for 6 months—the amount taken 
is not known. Physical examination showed her 
unable to stand or walk with her eyes closed and 
ataxia with eyes open. There was a tremor of the 
tongue and lips. Pupils were contracted and did 
not react to light or accommodation. Deep tendon 
reflexes were depressed or absent. She expressed 
delusions and was disoriented for time and place. 
A bromide determination June 14, 1955 showed 228.7 
mgm % for the blood and 199.8 mgm % for the 
urine. 

Patient made uneventful progress in treatment 

with chlorides. Six days after admission the bro- 
mide level had dropped to 114.75 mgm % for blood 
and 58.8 mgm % for urine. 
The patient was discharged as recovered from the 
acute psychosis on July 7, 1955. Diagnosis—psy- 
chosis, bromide intoxication and paranoid person- 
ality. 


DISCUSSION 


Studies by Gray and Moore(7) justify 
the assumption of error in the laboratory 
findings of Case 1, but not the assumption 
of “possible error in calculation or computa- 
tion(1).” The samples were run in 2 com- 
mercial clinical laboratories, staffed by com- 
petent personnel. A patent fault or source 
of possible error in a laboratory method 
should appear as a definite percentage inci- 
dence. This is not evident from the litera- 
ture. Their studies seemed only concerned 
with moderate concentrations and not the 
extreme of our case and the few others men- 
tioned. Some significance should attach to 
the rate of reduction, percentage-wise, which 
roughly corresponds to experience with les- 
ser concentrations. The tests were done in 
the same laboratories. Physiologic or chemi- 
cal factors influencing the first specimen 
probably would not persist for a week in mul- 
tiple samples. It should be noted further that 
there was the expected ratio between blood 
and spinal fluid values. Dr. Compton(6) 
claims the Wuth method “wholly unrelia- 
ble” for values over 300 mgm %. He recom- 
mends the Brodie-Friedman method (J. Biol. 


Chem., 124: 511, 1938) which is allegedly 
too complex for routine in clinical labora- 
tories. Is it possible that the consumption 
of an inordinate quantity of bromides in a 
relatively short time can produce in humans 
such a concentration in serum without irre- 
versible organic damage? 

Our patient consumed in uneven daily 
amounts for 7 days approximately 8 times 
the daily therapeutic dose of bromides. Cre- 
dence is added to these speculations by the 
fact that 8 months previously the same per- 
son had more serious neurological complica- 
tions with a blood bromide of 100 mgm %. 
At that time the disability advanced over 
several months. There was then suggestive 
evidence of multiple-sclerosis and postero- 
lateral involvement. The neurologic findings 
were “marked ataxia, weakness, past point- 
ing, blurring speech, hyperactive K.J’s. and 
loss of vibration sense in both legs(2).” 
He had been on combinations of barbiturates 
and triple bromides. The effectiveness of 
chlorpromazine in this case is worth noting. 
Generally the treatment for alcoholic with- 
drawal is no mean task—from the so-called 
“comprehensive” approach tantamount to 
nearly everything in the pharmacopoeia, 
chief reliance on paraldehyde(8, 9,) the 
vitamin “cocktail” with insulin, and hypo- 
glycemic therapy preferred by the au- 
thor(10). Effectiveness of Thorazine re- 
duced the need even for the latter procedure. 
Dosage beyond the first was relatively small. 

Cases 2 and 3 are presented because of 
fatal outcomes. Their immediate causes of 
death do not indicate the bromide factor but 
no reasonable consideration can exclude its 
contribution. In case 2 the man was in good 
health 3 months previous to his death. Much 
happened to him by way of treatment which 
could be implicated, such as the electro- 
shock. The delayed bromide elimination 
probably affected adversely the course of his 
illness. He had a higher bromide concentra- 
tion than the first test indicated because no 
bromides were administered at the hospital. 
Conjoined use of electro-shock and sedatives, 
particularly Thorazine, is not recommended. 

Case 3 illustrates the often repeated cau- 
tion to beware of bromides for elderly per- 
sons, especially in the presence of cardiac 
or renal involvement. This man took the 
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bromides on prescription. Already handi- 
capped by recurring episodes of confusion, 
bromides would tend to excite delirium. It 
is not surprising that his behavior deterio- 
rated on the medication in the general hos- 
pital where the bromism was not suspected. 
The accumulative action was rapid and the 
elimination characteristically slow. An ag- 
gravation of the cardio-renal syndrome may 
be assumed. 

Case 4 shows the rapidity with which 
symptoms of bromism may develop. In 3 
days under “controlled” (jail) conditions, 
he developed signs of intoxication and a 
blood concentration of 274.28 mgm %. Such 
rapidity of development is not generally 
recognized. The rash which occurs in about 
10% of cases does not necessarily follow 
prolonged use. It may result from irritation, 
when bromide is eliminated through the skin, 
or an allergic reaction. Case 5 shows an ac- 
centuation of a psychotic syndrome. This, 
too, is a well recognized possibility against 
which physicians should guard. The prompt- 
ness of recovery from the intoxication syn- 
drome identifies the offending agent. She 
has been out of the hospital 14 months. 

Gray and Moore(7), besides finding all 
tests short in accuracy, advise “it is better 
to determine blood and urine chlorides for 
which several exact methods exist. . . . The 
resulting chloride deficiency is probably 
more importantly the cause of the symptoms 
of the nervous system and skin disturbances 
than is the increase in bromine in the blood.” 
They cite approvingly Minaki and Gil- 
len(11) that “there is no correlation be- 
tween the bromide level and the mental 
state.” Individual tolerances for other drugs 
and alcohol are well known. They claim a 
chloride replacement of 40% or over would 
be fatal, while 25 to 36% cause only intoxi- 
cation. Unfortunately no chloride determi- 
nations were done in Case 1. Campbell(8) 
explodes the popular assumption of a cor- 
relation between blood bromide level and 
psychiatric manifestations, that 150 mgm % 
is the dividing line. He cites a patient with 
50 mgm % blood bromide who was retarded, 
drowsy, partially disoriented with hyperre- 
flexia, slurred speech and nystagmus. He 
also notes that 32 of his 36 cases had major 
neuropsychiatric disturbances underlying the 


intoxication. Barbour(12) claims “the blood 
bromide level will vary with the renal effi- 
ciency and with the fluid intake.” The blood 
bromide level at which neuropsychiatric 
symptoms appear depends also on the under- 
lying psychic disturbance for which the drug 
was taken. 


TREATMENT 


Bromism is not difficult to treat success- 
fully. The treatment may be differentiated 
into 3 phases: sedation with a minimal of 
physical restraints; elimination of the bro- 
mide by chloride substitution ; and meeting 
of nutritional requirements. 

Sedation for a delirious patient presents 
special problems. Paraldehyde has been sug- 
gested as the drug of choice(8, 9). This 
seems a poor choice because paraldehyde 
tends to aggravate delirium as observed in 
cases of alcohol withdrawal. Barbiturates are 
no better. The author has used hypoglycemic 
reactions with considerable effectiveness(5). 
This method has these advantages: encour- 
ages fluid intake which may incorporate 
sodium chloride, stimulates hunger and ac- 
ceptance of food, and after each treatment 
temporarily improves mental clarity. Elimi- 
nation of the bromide may be increased 
through the urine output and through the 
skin, if copious diaphoresis is induced. 

Harris and Derian(13) report rapid clear- 
ing of symptoms with the use of niacinamide 
in daily amounts of 600 to 750 mgms. They 
consider this treatment particularly useful 
in cases with cardiac involvement when am- 
monium chloride should be substituted for 
the sodium chloride. Ataraxics are a promis- 
ing means of sedation. Thorazine was obvi- 
ously effective in Case 1, in the face of 
failure in the general hospitals with paralde- 
hyde, barbiturates and opiates. 

Replacement of bromides with chlorides, 
usually sodium chloride, is a specific treat- 
ment. However, this is subject to modifica- 
tions dependent upon requirements of indi- 
vidual cases ; for example, the substitution of 
ammonium chloride for persons with a car- 
diac deficit. The presence of nausea may pre- 
clude either form of chloride by mouth, to 
be circumvened with sodium chloride intra- 
venously. The suggested use of niacinamide 
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as a means of improving mental status merits 
further trial. Addition of mercurhydrin to 
the sodium chloride treatment allegedly en- 
hances the output of bromide through the 
kidneys by 60%, and 130% when am- 
monium chloride is used(g). Evans(14) re- 
ports a very large increase in kidney excre- 
tion of total halides when mercurial diu- 
retics are used, with a proportionate increase 
in the excretion of bromides. Further study 
on the use of mercurials should not be tried 
on patients with renal involvement. Corn- 
bleet(15) prefers ammonium chloride even 
in the absence of cardiac complications, but 
ammonium chloride in adequate amounts is 
prone to produce gastric distress. Nutrition 
per se is not a serious matter. Malnutrition 
is less frequent with bromism than with 
alcoholism, unless the intoxication existed 
for a considerable time. 


SUMMARY 


Five cases were presented illustrating sev- 
eral principles for the prescribing of bro- 
mide medication. A case is reported of an 


unprecedented serum bromide value as de- 
termined by the modified Wuth method. The 
suggestions that very high bromide findings 
are erroneous warrant further controlled 
studies. A few reports of similar findings 
are not conclusive for condemnation of a 
method in use for 30 years. Physicians and 


druggists still need warning against indis- 
criminate dispensing of bromides. Bromides 
may be mild but not harmless—they are usu- 
ally taken by persons incapable of exercising 
good judgment or moderation. Dispensing 
without a physician’s prescription should be 
prohibited. 
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TWO-YEAR FATE STUDY OF THORAZINE-TREATED PATIENTS 
PAUL E. FELDMAN, M.D.1 


Ample literature is now available report- 
ing upon the efficacy of short-term treatment 
with Thorazine.? Both favorable as well as 
unfavorable reports have been assessed upon 
the basis of information obtained following 
the administration of Thorazine for 2 or 
more months. Because of the interest in 
ataraxics, these short-term observations were 
both practical and desirable. 

Sufficient time has now elapsed since the 
introduction of Thorazine (early in 1954) to 
observe its effects after it has been admin- 
istered for 2 or more years. These observa- 
tions should provide additional information 
as well as support or disproval of certain 
predictions which were made a year or two 
ago. Most clinicians and researchers in this 
field have been awaiting answers to such 
questions as—Does tolerance formation fol- 
low the prolonged administration of Thora- 
zine? Can dosages be reduced to any sub- 
stantial degree after maximal therapeutic 
responses are obtained? Is there evidence 
of continued toxicity? Do side effects persist 
with the same intensity and frequency as 
observed early in medication? If they do 
persist, how are they managed? Is there 
evidence to support Bailey’s(1) warning 
that the ataractic drugs are poisons? What 
portion of chronic psychotics respond to 
Thorazine to the degree that they can be re- 
leased from the hospital? What has been 
the fate of those patients who responded 
favorably and were released a year ago? 
How many of them have had to return to the 
hospital? Why? What has been the fate of 
those who did not respond to a degree where 
release from the hospital was feasible? Are 
they still receiving Thorazine? If not, why 
not? 


METHOD 


In a controlled research study, 317 pa- 
tients at the Topeka State Hospital were 


1 Director of Research and Education, Topeka 
State Hospital, Topeka, Kan. 

2 Thorazine for this study provided by Smith, 
Kline and French Laboratories. 
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placed upon Thorazine medication during 
June 1954. Accurate records of these pa- 
tients have been maintained and, following 
one year of medication, the analysis of our 
results was published(2). At that time it 
was reported that 41 of these patients had 
been released from the hospital. This first 
year report also gives the details of the 
criteria used in the evaluation of the pa- 
tients. A similar method of evaluation was 
used for the 2-year report. 


RESULTS 


Fig. 1 indicates the fate of the 317 patients 
who comprise the test group. 


RELEASED-GROUP 


Table 1 indicates the number of patients 
released as of July 1, 1956 and a comparison 


TABLE 1 


Two-YEAR ReLeAse RATES 


Patients discharged or paroled * 


‘After 1 year After 2 years 
Number of patients 85 
Percent of total group**.. 10.1 28.0 
Average age 45 yrs. 47 ~«*&yrs. 
Average duration of illness... 5 yrs. 6+ yrs. 


* Does not include patients re-hospitalized from parole. 
** Does not include patients who died. 
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with the group released a year prior to that 
time. 

Table 2 contrasts the composition of the 
first and second year released-groups. 

The 41 patients who on July 1, 1955 com- 
prised the first year released-group under- 
went the following fate by July 1, 1956: 


Discharged from parole 
Still on parole 
Died 


Five of the 8 patients in this group who were 
returned to the hospital had failed to continue 
medication after their release. 

At the end of the second year, 99 patients 
who were no longer in the hospital showed 
the following fate: 


Discharged from parole.. 36 8 
Still on parole 47 
Died 


A questionnaire sent to the 83 patients on 
parole or discharged, yielded the following 
information (60 patients responding) ; Pa- 
tients still continuing on Thorazine: 40 
(66.6% of released group) ; Average main- 
tenence dose of Thorazine: 125 mg/day. 
Of the 20 patients no longer receiving 
Thorazine, 18 discontinued the drug at the 
time of release from the hospital and have 
not found it necessary to resume this medi- 
cation. The remaining 2 patients have 


changed to some other type of medication 
upon the prescription of their family physi- 
cian. 


IN-PATIENT GROUP 


Two-hundred-twenty of the patients are 
still hospitalized ; and of these, 144 (65.5%) 
are still receiving Thorazine. Of this latter 
group, 21 patients (14.6%) are receiving 
dosages greater than were administered a 
year ago, an average increase of 225 mg/day. 

Thirty-seven patients (25.7%) are receiv- 
ing the same dosages as administered the 
year before, and 86 patients (59.8%) are 
receiving smaller dosages than a year ago 
—an average decrease of 375 mg/day. 

The latter 2 groups—those receiving 
identical and decrease1 dosages, represent 
85.4% of the patients who are now receiving 
Thorazine. Twelve additional patients have 
continued with Thorazine medication, but 
this has been combined with another ataractic 
drug (Reserpine, Frenquel or Pacatal). 

Eighteen of the patients whose Thorazine 
medication had been discontinued are now 
receiving some other ataractic drug with a 
more effective response. 

During the past 2 years, 11 patients in the 
group have been returned from parole. The 
time outside the hospital varied from 2 weeks 
to 10 months and no consistent cause for 
return is apparent. Four were returned for 
inability to maintain improvement gained in 


TABLE 2 


CoMPOSITION OF RELEASED-GROUPS 


1st Year * 


2nd Year ** 


Aver. 
age 


40+ yr. 


% of 
grp. 
24 
Catatonic 
Paranoid 
Undiff. 
Schiz-aff. 
Childhood type 


60+ yr. 


65 yr. 
334 yr. 
62 yr. 


Psychoneuroses 

Man-depr. reac. 

Misc. 


* Data includes patients 


** Data includes two p pon elop 


Aver. 
age 


4l yr. 


Aver. dur. 
of illness 


7 yr. 


Aver. dur. 
of illness 


6 yr. 


I+ yr. 
Syr. 
2yr. 
2yr. 


who died or were returned from parole. 
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the hospital, 2 for inability to adjust in the 
community, and the remaining 5 for “reasons 
not stated.” 


IMPROVEMENT 


A survey of the present behavioral re- 
sponses of those still receiving Thorazine, 
following the criteria for evaluation used a 
year ago(2), indicates that Thorazine re- 
mains effective in the same areas as noted 
previously. 

Since a non-technical evaluation can be 
quite revealing, the following question was 
presented to the charge aide of each patient : 
“How do you feel patient X is getting along 
now?” No prompting or instructions were 
added which might bias their responses. The 
responses showed equally favorable or un- 
favorable impressions. The following are 
some of the typical replies: 


Patients no longer receiving Thorazine 


“About the same.” 
“Disturbed most of the time.” 
“Slow—no energy.” 

“Kind of backward and forward.” 
“Fluctuates—not so good.” 
“Now better than ever.” 
“Fairly well.” 

“O.K.—does work.” 

“Doing fine.” 

“Fine without medication.” 
“Fine—works for Dr S.” 


TABLE 3 


INCIDENCE OF Sipe Errects oF 
PATIENTS 


Percentage of patients 
showing side effects 


Side effect 1954-55 1955-56 
Drowsiness 39.0* 
Parkinsonism 6.6 
Allergy 2.9 
Dizziness 4.4 
Hypotension 2.9 
Depression 2.2 
Jaundice 0.7 
Blood changes . 2.2 
G. I. disturbances r 4.4 
Turbulence / 4-4 
Seizures 
Edema 
Visual disturbances 

* Drowsiness reported in 53 patients, but in only 17 pa- 


tients (13.2%) was the drowsiness of severity to warrant 
antidote medication. 


SIDE EFFECTS 


Table 3 indicates the incidence of side 
effects on the in-patient population. It was 
not feasible to include data from outpatients 
because of the unreliability of objective 
evaluations by lay observers. Drowsiness 
still appears to be the most common side 
effect and apparently increases in frequency 
with the continued use of Thorazine. How- 
ever, only one-third of the cases of drowsi- 
ness reported were of such severity as to 
warrant antidote medication. In this latter 
respect, small doses of dextro-amphetamine 
or ephedrine sulphate effectively masked this 
symptom. 

Parkinsonism appears to have doubled in 
frequency. In cases in which the muscular 
rigidity, excessive salivation or hyperkinetic 
phenomena were excessive, the syndrome 


Patients still receiving Thorazine 


“About the same.” 

“Not so good.” 

“Is fairly loud—hallucinates.” 

“Still very hyperactive.” 

“T can’t see any difference in her” 
“Little better.” 

“Much, much better.” 

“Just fine—works every day down town.” 


was effectively curbed by the administration 
of Cogentin or Artane. 

Skin rashes were the only allergic phe- 
nomena noted. They occur in nursing per- 
sonnel handling pulverized Thorazine tab- 
lets as well as in patients. These rashes are 
effectively controlled by Benadryl, Teldrin, 
Chlortrimeton, or Hydrocortone Lotion. 

Dizziness, though occurring at almost 
doubled frequency, was extremely mild and 
did not require any special medication. 

Hypotension occurs at an unchanged fre- 
quency, but is very mild and never incapaci- 
tating. It can be counteracted by small doses 
of ephedrine sulphate. 

Depression is reported in 2.2% of cases. 
It was mild and responded well to dextro- 
amphetamine. 
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One case of jaundice is reported; it sub- 
sided uneventfully without discontinuation 
of medication and its relationship to Thora- 
zine is unclear. The relatively low incidence 
of jaundice at the 2-year mark is in keeping 
with the concept that the obstructive hepatitis 
seen in these patients is probably allergic 
in nature and similar in mechanism to the 
Herxheimer Reaction noted following arseni- 
cal medication. 

Three cases of blood changes were re- 
ported with all 3 cases showing WBC counts 
in the 2,000-3,000 range. Thorazine was 
discontinued in these patients and recovery 
was uneventful. 

The most common gastro-intestinal dis- 
turbance was constipation which responded 
well to mild laxatives. Occasionally emesis 
was reported. 

Turbulence continues to manifest itself 
and was reported 3 times as often as a year 
ago. It appears to be related to dosage- 
manipulations—up or down. Convulsive 
seizures, visual disturbances, urinary reten- 
tion and incontinence were not reported. 


SUMMARY AND CONCLUSIONS 


1. Ninety-six chronically psychotic pa- 
tients (26.2%) treated over a 2-year period 
with Thorazine have been released from the 
hospital. The stability of the release is indi- 
cated by the fact that only 11 of these pa- 
tients have been returned from parole. 

2. Younger schizophrenics are more likely 
to respond to Thorazine to the extent that 
their release from the hospital is feasible. 

3. Of the patients remaining in the hospi- 
tal, 65.5% are still receiving Thorazine. 

4. Behavioral improvement following 
Thorazine medication is maintained for at 
least 2 years. 


5. There appears to be evidence that pro- 
longed administration of Thorazine does not 
lead to tolerance formation. Eighty-five point 
four per cent of the patients are receiving 
identical or smaller dosages of Thorazine 
than they were receiving a year ago. 

6. Some patients who responded minimally 
to Thorazine have shown a better response 
to one of the other tranquilizers. 

7. Eighteen of the Thorazine patients are 
showing a better response to combined 
therapy. 

8. Nursing personnel express conflicting 
opinions as to the efficacy of Thorazine medi- 
cation. 

g. There is ample evidence of continued 
toxicity of Thorazine after 2 years of medi- 
cation. This reinforces the concept that 
ataractic therapy must at all times be under 
medical supervision. 

10. Maintenence dosages are substantially 
smaller than the dosages necessary to obtain 
the initial therapeutic response. 

11. Blood studies (at monthly intervals) 
must be continued so long as the patient re- 
ceives Thorazine. 

12. The need for routine liver-function 
tests is equivocal unless Thorazine medica- 
tion is interrupted and then restarted. 

13. Side effects persist throughout the 
period of medication. All of them can be 
controlled, ameliorated or eliminated by the 
administration of proper antidote or discon- 
tinuation of Thorazine medication. 
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THE INTRAFAMILIAL ENVIRONMENT OF SCHIZOPHRENIC 
PATIENTS: Il. MARITAL SCHISM AND MARITAL SKEW 
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We are engaged in a long-term intensive 
study of the intrafamilial environment in 
which the schizophrenic patient grows up.” 
Space does not permit an adequate exposition 
of the theoretic framework behind these in- 
vestigations, and we shall seek to impart only 
an indication of our orientation. Previous 
studies have indicated that serious pathology 
of the family environment is the most con- 
sistent finding pertaining to the etiology of 
schizophrenia. We are considering schizo- 
phrenia as an extreme form of a social with- 
drawal, specifically characterized by efforts 
to modify reality into a tenable form by dis- 
torting the symbolization of reality, or 
through extreme limitation of the interper- 
sonal environment. A theory of schizo- 
phrenia must explain both the patient’s need 
to withdraw regressively and symbolically 
from the realm of shared living and mean- 
ings, and also his ability to do so. As the 
family is the primary teacher of social inter- 
action and emotional reactivity, it appears 
essential to scrutinize it exhaustively. There 
is now considerable evidence that the schizo- 
phrenic’s family can foster paralogic idea- 
tion, untenable emotional needs, and fre- 
quently offers contradictory models for iden- 
tification which cannot be integrated. The 
importance of the very early mother-child 
relationship seems clear, but we are tenta- 
tively considering that deficiencies in this re- 
lationship may only establish a necessary 
anlage for the development of schizophrenia 
—or for certain other psychiatric and psy- 
chosomatic disorders. An anlage is not a 
cause. It remains possible that specific de- 
terminants may be found in the later diffi- 
culties in interpersonal relationships. We 
hypothesize that the ego weakness of the 
schizophrenic may be related to the intro- 
jection of parental weakness noted in the 
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mother’s dependency upon the child for ful- 
fillment ; to the introjection of parental re- 
jection of the child in the process of early 
identification with a parent; and to the de- 
preciated images for identification presented 
by the devaluation of one parent by the other. 

The careful collection of data from 16 
families has now continued for several years, 
through weekly interviews with family mem- 
bers; observation of their interaction with 
each other and the staff; visits to the home, 
by projective testing, and other techniques. 
The methodologic problems in collecting and 
assessing data are many, but technical diffi- 
culties cannot continue to bar exploration of 
an area which appears vital to the study of 
schizophrenics. 

It is important to point out that the fami- 
lies studied are middle and upper class, able 
and willing to maintain a patient in a private 
psychiatric hospital for a long period. The 
only criteria for inclusion in the study are 
relative youth of the patient, hospitalization 
in the Yale Psychiatric Institute, and that the 
mother and at least one sibling are available 
as informants. By comparison with other 
groups, it has become quite certain that there 
is a bias toward the selection of better organ- 
ized families of schizophrenics rather than 
toward the more disorganized. 

The material which is being collected is 
complex and its analysis is difficult and time 
consuming. A year ago we reported briefly 
our initial survey of the fathers in 12 of 
these families(7) calling attention to the seri- 
ous psychopathology found in the fathers of 
schizophrenic patients, which had previously 
been generally neglected because of the fo- 
cussing of attention upon the early mother- 
child relationship and the pathology of the 
mothers. Today we report briefly on another 
fragment of the work in progress, namely on 
the defects in the marital relations of parents 
of schizophrenic patients. The topic is se- 
lected because, like the psychopathology of 
the fathers and mothers, the marital difficul- 
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ties stand out in bold relief ; and also because 
these marital problems are basic to the study 
of the intrafamilial milieu. The potential re- 
lationship of these parental difficulties to the 
maldevelopment of the children will have to 
remain largely implicit in this paper. 

From past experience, we know that we 
must emphasize as strongly as possible that 
we do not seek to establish a direct etiologic 
relationship between marital discord between 
parents and the appearance of schizophrenia 
in an offspring. It is obvious that bad mar- 
riages do not, in themselves, produce schizo- 
phrenic children. The presentation is simply 
one of a series of efforts to convey various 
facets of the family environment as they be- 
come apparent in our study. It is not a mat- 
ter of conjecture but observation, amply 
documented, and it is unlikely that it does not 
have some relevance to the problem of 
schizophrenia. 

The deficiencies in the relationships be- 
tween parents of schizophrenic patients have 
been noted and studied by relatively few in- 
vestigators. Lidz and Lidz(6), in 1949, called 
attention to the frequency of broken homes, 
markedly unstable parents, and unusual pat- 
terns of child rearing, and found that at least 
61% of 33 patients had come from homes 
marked by strife. Tietze(12), in 1949, re- 
ported that 13 of 25 mothers of schizo- 
phrenic patients reported that their marriages 
were very unhappy but that the statements 
by 9 that their marriages were “perfect” did 
not stand up under investigation, for the 
marriages were strained and far from happy. 
Helen Frazee(3), in 1953, found that 14 of 
23 parental couples were in severe conflict 
and none was “normal” or had “only moder- 
ate conflict,” whereas 13 of the control pa- 
rental couples were near normal or showed 
only moderate conflict. None of the parents 
of schizophrenic patients revealed any de- 
gree of marital stability, whereas well over 
one-half of the control group manifested 
only moderate conflict or had made a good 
marital adjustment. Gerard and Siegel(4) 
(1950) found open discord between 87% of 
the parents of 71 male schizophrenics as 
against 13% in the controls. Reichard and 
Tillman(10) cite the unhappy marriages of 
the parents of schizophrenics and analyze the 


sources of discord in terms of parental per- 
sonalities. Of interest, too, is Murphy’s re- 
port(8) (1952) of the family environment 
of 2 adopted children who became schizo- 
phrenic, in which the marital relationship was 
filled with hostility and mutual recrimination 
between two seriously disturbed parents. 
Many individual case reports emphasize or 
mention the bad marital relationship between 
the parents. 

In our efforts to study and describe mari- 
tal relationships, it has become apparent—as 
it has to others—that one cannot adequately 
describe a family or even a marriage in terms 
of the personalities of each member alone. A 
family is a group and requires description 
in terms of group dynamics and the interac- 
tion among its members. We are indebted to 
Parsons and Bales and their co-workers(9Q) ; 
to J. Spiegel and F. Kluckhohn(11) ; Nathan 
Ackerman(1) ; Reuben Hill and his co-work- 
ers(5): Bradley Buell and the Community 
Research Associates(2), and others for their 
efforts to analyze marital and family inter- 
relationships. We are still searching for 
suitable frames of reference, but the deficien- 
cies of descriptive method should not blur 
the basic consideration—that the parental re- 
lations are highly disturbed in all of the 14 
cases whose study is nearly finished, as well 
as those which are still incomplete. 

The requisites for successful marriages are 
unfortunately far from clear, but some es- 
sentials are emerging. A couple must find 
reciprocal interrelating roles with each other 
and in their respective roles with their chil- 
dren. Absence of such role reciprocity means 
making constant decisions, self-consciousness 
and tension. As Spiegel(11) has pointed out, 
role reciprocity requires common under- 
standing and acceptance of each other’s roles, 
goals and motivations, and a reasonable shar- 
ing of cultural value orientation. Mutual 
trust and effective communication between 
partners are important requisites given ef- 
fect by support of the spouse’s role and self- 
esteem during periods of loss of confidence. 
We have been particularly impressed by the 
need to maintain lines between generations : 
that is, not to confuse or blur distinctions be- 
tween parents and children. Spouses cannot 
remain primarily in a dependent position to 
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their parents to the exclusion of an inter- 
dependent marital relationship; nor can one 
behave primarily as the other’s child ; nor as 
a rival with one’s own children for the 
spouse’s attention, nor reject a parental role 
completely(9). The need for both parents 
to form sources of primary love relationships 
for children and objects for stable identifica- 
tion will not be entered upon here, as we are 
concerned primarily with marital interaction. 
It seems helpful to follow the lead of Par- 
sons and Bales(g) and consider the father’s 
role in the family as primarily ‘“adaptive- 
instrumental” and the mother’s as “integra- 
tive-expressive.” In broad terms, which may 
differ somewhat from Parsons’, the father 
supports the family, establishes its position 
with respect to other families, determines 
prestige, and the social patterns of interac- 
tion with other groups. The mother’s basic 
functions pertain to intrafamilial interac- 
tions ; tensions and their regulation ; supply- 
ing the oral needs, both tangible and affec- 
tional. Each parent, in addition to filling 
his own role, must support the role of the 
other through his or her prestige, power, and 
emotional value to other family members. 
The marriages of these parents of schizo- 
phrenics are beset by a wide variety of prob- 
lems and ways of adjusting to them. How- 
ever, the 14 marriages can be placed in 2 
general groupings, which, of course, tend to 
overlap in places. Eight of the 14 couples 
have lived in a state of severe chronic dis- 
equilibrium and discord, which we are calling 
marital schism. This paper will focus pri- 
marily upon these 8 couples. The other 6 
couples have achieved some state of relative 
equilibrium, in which the continuation of the 
marriage was not constantly threatened ; and 
the marital relationship could yield some 
gratification of needs to one or both partners. 
However, the achievement of parental satis- 
faction or the sacrifices of one parent to 
maintain marital harmony resulted in a dis- 
torted family environment for the children. 


MARITAL SCHISM 


In the 8 families in which the state of 
disequilibrium designated as marital schism 
existed, both spouses were caught up in their 
own personality difficulties, which were ag- 


gravated to the point of desperation by the 
marital relationship. There was chronic fail- 
ure to achieve complementarity of purpose 
or role reciprocity. Neither gained support of 
emotional needs from the other ; one sought 
to coerce the other to conform to his or her 
expectations or standards, but was met by 
open or covert defiance. These marriages are 
replete with recurrent threats of separation, 
which are not overcome by efforts at re-equi- 
libration, but through postponement of com- 
ing to grips with the conflict or through emo- 
tional withdrawal from one another—but 
without hope or prospect of improvement 
or ever finding any gratification in the mar- 
riage. Communication consists primarily of 
coercive efforts and defiance, or of efforts to 
mask the defiance to avoid fighting. There 
is little or no sharing of problems or satis- 
factions. Each spouse pursues his needs or 
objectives, largely ignoring the needs of the 
other, infuriating the partner and increasing 
ill-will and suspiciousness. A particularly 
malignant feature in these marriages is the 
chronic “undercutting” of the worth of one 
partner to the children by the other. The 
tendency to compete for the children’s 
loyalty and affection is prominent; at times 
to gain a substitute to replace the affection 
missing from the spouse, but at times per- 
haps simply to hurt and spite the marital 
partner. Absence of any positive satisfac- 
tion from the marital relationship (exclud- 
ing the children) is striking, though strong 
dependency needs may be gratified in a 
masochistic fashion in a few instances. 
Mutual distrust of motivations is the rule 
and varies only in the degree with which 
realistic causes for mistrust extend into the 
paranoid. 

In 7 of these 8 families, the husband re- 
tains little prestige in the home and with the 
children, either because of his own behavior 
or his wife’s attitudes toward him. He be- 
comes an outsider or a secondary figure who 
cannot assert his instrumental leadership, 
and when he strives to dominate in tyranni- 
cal fashion, he eventually forces the family 
to conspire to circumvent him. His instru- 
mental role is basically limited to financial 
support, which he may have originally con- 
sidered as a husband’s basic function, or he 
is relegated to this position. The ineffectual 


° 
4 
‘ 4 
4 


244 


THE SCHIZOPHRENIC’S FAMILY 


[ Sept. 


role of the father applies equally to 5 of the 
6 marriages in the other group in which 
marked schism is not present. 

The wives will be considered only in re- 
spect to their wifely functions, excluding 
the complex maternal relationships which 
also cause marital discord because eccentric, 
cold, rigid, or over-indulgent attitudes to- 
ward the children antagonized the husband. 
All distrusted their husbands and had no 
confidence in them. They were openly de- 
fiant in major areas of interaction and rather 
habitually disregarded or circumvented their 
husbands’ demands. They were emotionally 
cold and distant and, with one or two excep- 
tions, sexually aloof. They competed for the 
attention and affection of the children and 
tried to instill their value systems, which dif- 
fered from those of their husbands. 

Communication in these marriages is 
greatly impeded by mutual withdrawal and 
by masking of motives from one another, 
but is further hindered because 4 wives show 
seriously scattered thinking and 4 husbands 
show paranoid thinking and rigidity. The 
imperviousness to the feelings of others, 
characteristic of many parents of schizo- 
phrenics, also creates communicative diffi- 
culties. 

It seems of interest that in 5 of the 8 
marriages, the focus of the partners’ loyal- 
ties remained in their parental homes, pre- 
venting the formation of a nuclear family in 
which the center of gravity rests in the 
home. The grandparents or the parental 
siblings often carried out much of the ex- 
pressive and instrumental roles rather than 
the marital partners. The cardinal emotional 
attachment and dependency of one or both 
partners remained fixed to a parental figure 
and could not be transferred to the spouse. 

The 8 families can be grouped into 3 
categories, according to the groupings of the 
Community Research Associates in their 
“Classification of Disorganized Families,” 
which describes 10 combinations of mascu- 
line and feminine personalities which are 
potentially hazardous to successful marital 
and family relationships(2). 

Four marriages seem best described as 
“Man Dominated Competitive Axes.” The 
husband strives to assert his male dominance 
to a pathologic degree, rather clearly in re- 


action to his feminine dependent strivings. 
He needs an admiring wife who supports in- 
satiable narcissistic needs and complies with 
his rigid expectations, and is angered when 
she reacts with defiance and disregard. In- 
deed, her inadequacies as a wife or mother 
may well produce exasperated frustration. 
He distrusts her increasingly and undercuts 
her prestige with the children. The wives 
are disappointed and disillusioned in the 
father figure they married who cannot grasp 
their needs, and, if they are overwhelmed 
by force, they manage to gain their ends 
through circumvention. The husbands are 
rigid paranoids or obsessives, and the wives 
are poorly organized obsessives or schizo- 
phrenics. The marriages are marked by 
chronic severe mistrust without (except in 
the least serious instance) any semblance of 
affection. The family is split into 2 factions 
by the conflict and mutual undercutting. 
Although both members are fighting, it is 
the husband’s moral brutality, his disregard 
and contempt for the wife whom he tries 
to force into compliance that dominates the 
picture. 


Mr. Reading, a forceful and successful but para- 
noidally suspicious man, sought to control his wife’s 
behavior from the start of the marriage. He was 
infuriated and disillusioned when she joined a 
church group against his orders to remain aloof 
from any organizations. He was dependent upon 
his mother, who lived in the home for many years; 
following her advice in household matters in op- 
position to his wife’s, whom he considered incompe- 
tent to furnish the house. Marked strife began 
with the birth of the elder of 2 daughters, for he 
was clearly jealous of the attention the wife paid 
the child. He disapproved of everything she did 
in raising the child, often with good reason, but he 
competed rather than supported. Mrs. Reading was 
obviously overprotective of the children, whereas 
her husband wished to inure them to the hard 
knocks of life. Violent scenes, filled with Mr. 
Reading’s dire threats and marred by occasional 
violence, were commonplace. The marriage further 
disintegrated into a hostile battleground after Mrs. 
Reading discovered that her husband was having 
an affair, which she reported to her mother-in-law 
to gain an ally her husband feared. Mr. Reading 
never forgave his wife for this betrayal and, ap- 
parently to spite her, sold their home in the best 
section of the city to move into a 2-family house 
in an undesirable neighborhood. Thus, he struck 
a foul blow at Mrs. Reading’s major preoccupa- 
tions—her social aspirations and her insistence that 
her daughters associate with only “proper” com- 
panions. The family, previously split into 2 groups, 
now united against Mr. Reading and refused to eat 
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meais with him, The difficulties engendered by the 
wife’s indecisive obsessiveness and the husband’s 
paranoid trends cannot be depicted here. Both 
partners used interviews primarily to incriminate 
the other and persuade the interviewer to judge in 
their favor against the spouse. 


The second group of 2 families may be 
categorized as “Woman Dominated Com- 
petitive Axes,” according to the “Classifica- 
tion of Disorganized Families(2).” The 
outstanding common feature is the wife’s 
exclusion of the passive and masochistic 
husband from leadership and decision mak- 
ing. She derogates him in word and deed and 
is emotionally cold and distant to him. Her 
attention is focused on her narcissistic needs 
for completion and admiration. These wives 
are extremly castrating and their husbands 
are vulnerable. The husband withdraws from 
the relationship in an effort to preserve some 
integrity when defeated in the struggle, and 
may find solace in alcohol. The husband’s 
function in the family is restricted to pro- 
viding a living or, if willing, to supporting 
the wife in her domination of the family. 
The wife does not fill an expressive, sup- 


portive role to her husband and her expres- 
sive functions with the children are seriously 
distorted. 


Both Mr. and Mrs. Farell were closely tied to 
their parental families. Mrs. Farell, the youngest of 
3 sisters, was very dependent upon her eldest 
sister, a masculine aggressive woman with open 
contempt for men, who tended to dominate the 
Farell household. Mrs. Farell refused to live at 
any distance from her family and spent 2 months 
each year with them away from her husband. She 
was an extremely cold, narcissistic woman and a 
“tease,” who flirted constantly but denied her 
husband sexual relations. Mr. Farell was a passive 
man who sought to assert a pseudo-domination of 
his family when his men friends were about. He 
formed fawning attachments to men, which in- 
creased his wife’s contempt for him. He was ex- 
cluded increasingly from the family circle, his 
opinions disregarded ; and felt like an outsider who 
was barely tolerated. He was closely attached to 
his mother, whom he helped to support. Mr. Farell 
finally took steps to separate unless his wife would 
detach herself from her sisters, She capitulated 
but became pregnant in the process of reconcilia- 
tion. She was ashamed and concealed the preg- 
nancy, and then took it out on her husband. Sepa- 
rated from her sisters, she began to drink heavily 
and carried on open flirtations, or perhaps affairs, 
neglecting her baby. The discord heightened. After 
Mrs. Farell was seriously disfigured in an accident 
for which her husband was responsible, she be- 


came depressed and withdrew into seclusion until 
plastic surgery restored her appearance. Mr. Farell 
then tried to make amends through becoming a weak 
and spineless husband who mothered the youngest 
neglected child. However, he soon developed cancer 
and his wife displayed a physical abhorrence for 
him, fearing that she might catch the disease. She 
refused to nurse him during his terminal illness. 


The remaining 2 marriages may be classi- 
fied as “Dual Immature Dependency Axes.” 
Mutual withdrawal of the spouses and de- 
pendency on members of the parental fami- 
lies was outstanding. It is difficult to say 
which spouse dominated the marriage, though 
both tried and at the same time resented not 
having a strong figure who would provide 
leadership. Resentment of the mates’ at- 
tachments to their families was prominent. 
The inability to gain mutual gratification 
of needs and support led to mounting disre- 
gard of the other and increasing emptiness of 
both lives. These marriages were replete with 
threats of separation by both members, but 
each tended to go his or her own way, un- 
dermining the other to the children by deeds 
and attitudes more than by words. Despite 
the long duration of both marriages, they 
remained tentative, as if both partners were 
awaiting and contemplating release. 


The Nussbaum’s dissension had started shortly 
after their marriage 25 year ago. Mr. Nussbaum 
had been largely supported by his elder brother, 
whom he regarded as a father. Mrs. Nussbaum’s 
father had been fatally injured following business 
reverses, which her family blamed upon his affilia- 
tion with Mr. Nussbaum’s brother. Mrs. Nussbaum 
appeared to side with her family in their accusa- 
tion of her husband’s brother. Mr. Nussbaum con- 
sidered her attitude to show utter disloyalty as it 
furnished the finishing blow to his feelings of being 
excluded by her close-knit family. There was little 
or no discussion of the matter, but they drew apart. 
Mrs. Nussbaum was very sensitive lest her husband 
dominate her, and stood her ground with the help 
of a violent temper. She refused to accompany him 
on social engagements essential to his career and 
antagonized his friends. Mr. Nussbaum felt un- 
loved and unwanted and constantly deprecated. He 
stayed away from home much of the time, and fos- 
tered the impression that he was having affairs, 
either to spite his wife or to mask his impotence, or 
both. Weeks would pass when the couple would 
not speak to one another. The wife found solace in 
her relationship to her son, and the husband in his 
seductive attachment to his daughter, our patient. 

Although the Newbergs had been in violent dis- 
agreement and there had been repeated threats of 
separation, some elements of good-will toward each 
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other could be uncovered. Mr. Newberg is a very 
disturbed man, pushing numerous impractical 
schemes that are often grandiose; talking inces- 
santly in a loud voice; seeking to dominate but 
with faulty judgment and, although a steady and 
hardworking provider, he had frightened his wife 
for years lest he leave his job and launch upon one 
of his impracticable schemes. He spent little time 
with his family, partly because of his attachment 
to his mother and partly because of his wife’s at- 
tachment to her sisters, which forced the family 
to live in a home 2 hours from his job. Mr. New- 
berg resented his wife’s attachment to her 3 sisters 
and mother, and her domination by one sister who 
constantly disparaged him to his wife and children. 
Mrs. Newberg claimed that she remained dependent 
upon her sisters because her husband provided her 
neither emotional support nor help in raising the 
children. She considered him impossible to live 
with because of his demands, his thoughtlessness, 
and the constant confusion he produced in the home. 
She remained with him only because she felt the 
children needed a father but found she had to treat 
him as a child, humoring him to avoid strife. They 
blame each other’s families for interfering and dis- 
courage and disparage each other’s interests. The 
situation reached a crisis when Mr. Newberg wished 
to move to the west coast because his mother and 
brother were moving there. He threatened to 
leave his wife if she would not move and she 
threatened to leave him if he tried to force the 
move. Both had intense needs which the other could 
not begin to satisfy, Although Mr. Newberg had 
strong paranoid trends and Mrs. Newberg had 
difficulties in being close, and the hostility was 
marked, this family offered the best chance of any 
for some reconciliatory movement, because both 
showed potential ability to recognize the other’s 
needs as well as their own difficulties. 


The portrayals of these marriages are 
little more than symbolic fragments of the 
wealth of material collected. Still, they 
indicate the virtual absence of complemen- 
tarity in each marriage. Husband and wife 
do not support each other’s needs and the 
marital interaction increases the emotional 
problems of both, deprives the spouses of 
any sense of fulfillment in life, and deterio- 
rates into a hostile encounter in which both 
are losers. Instead of any reciprocal give 
and take, there is demand and defiance lead- 
ing to schism between partners that divides 
the entire family, leaving the children torn 
between conflicting attachments and loyalties. 


MARITAL SKEW 


In 6 of the 14 marriages, this type of 
schism did not exist, although the family 


life was distorted by a skew in the marital 
relationship. In all, the rather serious psy- 
chopathology of one marital partner domi- 
nated the home. In some, the dissatisfac- 
tion and unhappiness of one spouse is ap- 
parent to the other and to the children, but 
husband and wife manage to complement or 
support each other sufficiently to permit a 
degree of harmony. In the others, the dis- 
torted ideation of one partner was accepted 
or shared by the other, creating an atmos- 
phere of folie a deux, or even of folie a 
famille when the entire family shared the 
aberrant conceptualizations. 

In all of these families, one partner who 
was extremely dependent or masochistic had 
married a spouse who had appeared to be a 
strong and protecting parental figure. The 
dependent partner would go along with or 
even support the weaknesses or psycho- 
pathologic distortions of the parental partner 
because dependency or masochistic needs 
were met. In contrast to the marriages with 
overt schism, one partner could gratify rather 
than combat a spouse’s narcissistic needs. It 
may be significant that no member of these 
6 marriages had intense emotional bonds 
to the parental family, and it is possible that 
the absence of such alternative sources of 
gratification tended to hold these spouses to- 
gether. A striking feature in all cases was 
the psychopathology of the partner who ap- 
peared to be dominant, creating an abnormal 
environment which, being accepted by the 
“healthier” spouse, may have seemed to be a 
normal environment to the children. Consid- 
erable “masking” of potential sources of con- 
flict occurred, creating an unreal atmosphere 
in which what was said and admitted differed 
from what was actually felt and done. Two 
and perhaps 3 of the marriages may be classi- 
fied as “Woman Oriented Self-depreciatory 
Axes,” according to the Classification of Dis- 
organized Families(2), in which the wife’s 
masochistic self-sacrifice to support a nar- 
cissistic and disappointing husband was strik- 
ing. One, and perhaps 2 of the marriages 
could be designated as “Man Oriented, Self- 
depreciatory Axes” in which a husband with 
a meek and self-effacing disposition sup- 
ported a wife who was an ambulatory schizo- 
phrenic. 
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We shall cite examples in cursory fashion, 
primarily to illustrate that even though these 
marriages provided some gratification to the 
marital partners, the family milieu was as 
distorted and disturbed as in the case of the 
schismatic marriages. 


The Schwartz family was completely dominated 
by a paranoid mother who supported the family. 
Her husband had left her on one occasion, unable to 
tolerate her demands, but had returned long before 
the patient, the youngest son, had been born. Soon 
thereafter the father suffered a nervous breakdown, 
after which he lived as a sort of handyman around 
the house and worked as a menial helper in the wife’s 
business. The wife was extremely ambitious for 
her 4 sons, pushing them and dominating their lives, 
as well as making it clear that they must not be- 
come like their father. She was paranoidally fearful 
of outsiders, believing that their telephone was 
tapped and that the family was physically endan- 
gered because they were Jewish. A severe schism 
actually existed despite the peace between the mari- 
tal couple. The mother was intensely protective of 
her oldest son, a gambler and embezzler, who con- 
sumed all of her attention as well as much of the 
family income. A chronic ambivalent conflict ex- 
isted between them that tended to exclude the 
husband and the other sons. The husband did not 
intervene, but merely told his sons that the trouble 
in the family existed because they did not obey their 
mother as he did. 


Here the father had abdicated and the 
mother was a paranoid instrumental leader, 
while the father supplied no masculine image 
with whom the younger sons could identify. 


Illustrative of the folie a deux and the folie a 
famille group, the Dollfuss family lived as European 
landed gentry in a New England suburb, isolated 
from their neighbors. The family life was cen- 
tered in the needs and opinions of Mr. Dollfuss, a 
successful but paranoidally grandiose inventor. The 
children were raised by a seductive nursemaid of 
whom the cold and distant mother was intensely 
jealous. However, Mrs. Dollfuss devoted her life 
to her husband, catering to his whims, and keeping 
the children out of his way. Mr. Dollfuss’ major 
interest was an oriental religious sect. He believed 
that he and a friend were among the few select souls 
who would achieve a particular type of salvation. 
Both Mrs. Dollfuss and the nursemaid virtually 
deified him. They and the children shared his be- 
liefs as well as his grandiose notions of himself, 
living in what we termed a folie 4 famille. Here, 
the children were largely excluded from the lives 
of the parents, the model of the father was an un- 
realistic one for the son, and the intellectual and 
emotional environment was estranged from that 
of the larger culture into which they had to emerge. 


In all of these 6 families, the fathers were 
particularly ineffectual, assuming little re- 


sponsibility for family leadership other than 
earning a livelihood. They were either weak, 
ineffectual men who went along with wives 
who were schizophrenic or at least question- 
ably so, or they were disturbed men who 
could maintain an outward form of capabil- 
ity and strength because of the support of a 
masochistic wife. In all instances, the psy- 
chopathology that pervaded the home was 
masked or treated as normal. 

The analysis of the pathologic environment 
in these last 6 cases, and of the effects upon 
the children, cannot be gone into here, but I 
trust we have shown that we have not simply 
discarded less disturbed family environments 
in choosing to focus this paper upon the 8 
marriages in which overt schism between the 
partners existed. In considering the 8 
schismatic marriages we do not seek, as 
emphasized previously, to relate directly the 
appearance of schizophrenia in an offspring 
to the marital disorganization. There are 
many other factors in the family environ- 
ment which we are studying that affect the 
children, but they all bear some relationship 
to the personalities of the parents and the 
atmosphere created by their interaction. We 
are only seeking to describe bit by bit what 
this family environment is like, until we can 
assemble the fragments into a meaningful 
description of the whole. We are still occu- 
pied with the grossest factors, for unless we 
start with what appears fairly obvious, these 
factors may be overlooked during our pre- 
occupation with subtleties. In this presenta- 
tion, we have paid minimal attention to the 
individual personalities of the parents in 
order to concentrate upon problems created 
by their interaction. 


DISCUSSION 


We find a number of features in these 
marriages that are theoretically adverse to 
the “normal” developmental process of a 
child. In these families each parent con- 
stantly denigrates and undercuts the other, 
making it clear to the children that each 
does not respect or value, but rather dis- 
likes or hates the other. Each parent more 
or less openly expresses fears that a child 
will resemble the other, and a child’s re- 
semblance to one parent is a source of con- 
cern or rejection by the other parent. One 
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or both parents seek to win the child away 
from the other. The boundary between the 
generations is violated. A child may feel 
the burden of being expected or required to 
complete the life of one or both parents ; and 
this creates a block to growth into an inde- 
pendent individual. A child may be used and 
needed as a replacement for the spouse. 
There is excellent opportunity for intensifi- 
cation of the Oedipal rivalry rather than for 
its resolution. The child can insert himself 
in the wedge between the parents, becoming 
inordinately adept at widening the breach 
and becoming caught in the incestuous con- 
cern that the parent can be seduced or might 
seduce, as well as in the guilt over hostile- 
destructive impulses toward the other parent. 
A parent of the same sex with whom the 
child should identify during latency and ado- 
lescence who is not an acceptable love object 
to the other parent but is hated and de- 
spised, cannot provide a model through 
which a child can achieve mature identity. 
Potential homosexual trends, which play 
a large role in schizophrenia, are opened. 
Many other serious impediments are placed 
in the way of the child’s achievements of a 
stable identification with a parental figure, 
a requisite to the formation of a stable ego- 
identity by the end of adolescence. In addi- 
tion, children of a rejected marriage are 
likely to feel rejected themselves. Caught 
in the anxiety that a needed parental love- 
object can be lost through separation of the 
parents, the children may devote much 
energy toward balancing the precarious mar- 
riage. The stronger the incestuous tenden- 
cies, the greater the need for protection by 
the presence of both parents. When one 
or both parents have paralogic and scattered 
ways of thinking and behaving, the difficul- 
ties are further heightened. 


SUMMARY 


The careful scrutiny of the 14 families 
containing schizophrenic offspring reveals 


that the marital relationships of all parents 
were seriously disturbed. Eight of the fami- 
lies were split into 2 factions by the overt 
schism between the parents. In these schis- 
matic families the parents repeatedly threat- 
ened to separate ; one spouse sought to coerce 
the other to conform to rigid expectations 
and aroused defiance; difficulties of almost 
any type engendered recriminations between 
parents rather than mutual support. The 
parents derogated and undercut one another, 
and thus the child could not use one parent 
as a model for identification or as a love ob- 
ject without antagonizing the other parent. 
The other 6 couples lived together in rea- 
sonable harmony, but the family environ- 
ments provided by their marriages were 
badly distorted or “skewed” because in each 
marriage the serious psychopathology of the 
dominant parent was accepted or shared by 
the other. Studies now in progress will seek 
to clarify further the difficulties in these 
marriages, the personalities involved, and 
the effects upon the children. 
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The accumulation of property often is a 
reward for intelligence, industry and oppor- 
tunity. Its acquisition is not only a source 
of pleasure, but a potent factor in the evo- 
lution of a progressive civilization and cul- 
ture. The need of an individual to identify 
with and attempt to secure happiness for his 
progeny, other relatives and valued friends 
as well as to contribute to causes, founda- 
tions and institutions is one of the signs of 
a healthy personality. Provided the testator 
complies with the limitations imposed by law, 
the courts jealously guard this right to dis- 
pose of property as the owner sees fit. Testa- 
mentary capacity, the legal rules concerning 
the competency of a person to make a valid 
will, is one of the prerequisites. The physi- 
cian, in the role of expert witness, is fre- 
quently called to evaluate testamentary ca- 
pacity. Participation of the physician in 
court actually is a fairly simple matter re- 
quiring only the presentation of medical 
knowledge in a non-partisan and non-tech- 
nical manner. Some branches of legal medi- 
cine (principally psychiatry) require special 
understanding of legal standards. Medical 
experts too often neglect the relatively brief 
preparation required to ascertain criteria that 
the court expects the medical expert to apply 
in the particular situation. 

A leading Louisiana case(1) seemed to 
connote the basic humanistic issue involved 
when it gave the following rule in 1880: 


The real question is, whether the brain or other 
physical organ ... through which the action of 
the mind is manifested, is so diseased or impaired 
as to make it an untrustworthy vehicle for the con- 
veyance of the true wish or will of the testator, un- 
biased by any delusion which may be the result of 
such disease. 


The purpose of this paper is to review 
the psychiatric aspects of legal propositions 
involved in evaluating testamentary capacity. 


1 Presented at the Southern Psychiatric Associa- 
tion Meeting, Washington, D. C., October 2, 1956, 
and the Eleventh Annual Mississippi Law Institute, 
Jackson, Miss., December 7, 1956. 

2 Department of psychiatry, Tulane School of 
Medicine and Touro Infirmary, New Orleans, La. 
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Ideally this evaluation falls into the province 
of the psychiatrist, but often the determina- 
tion of testamentary capacity arises after 
the testator has died and therefore is one 
of hind-sight; physicians attending the pa- 
tient during the period of the writing of 
the will, whether they be general practi- 
tioners, surgeons, internists, etc., become the 
main medical experts. Also some smaller 
communities do not have psychiatrists. 

Our laws, in attempting to protect the 
sanctity of testamentary capacity, have 
placed it in a type of Valhalla; they recog- 
nize the right of an individual to dispose of 
his property as he personally wills as a para- 
mount privilege that our society should guar- 
antee. To invalidate a will is more difficult 
than to void a contract or to have an indi- 
vidual declared insane or criminally irre- 
sponsible. The voiding of a will can be 
accomplished on but 3 grounds: lack of testa- 
mentary power, lack of testamentary ca- 
pacity or the presence of undue influence. 
Concisely stated, undue influence invalidat- 
ing a will is that which substitutes the wishes 
of another for those of the testator(2). This 
factor has been utilized frequently, has pre- 
scribed fairly precise conditions, and when 
appropriate seems to have considerable merit 
for use in contesting a will. In at least one 
state, Louisiana, undue influence is not 
recognized as grounds for invalidating a 
will(3) although that state recognizes the 
principle of the doctrine, at least in part, by 
the limitation of bequests to physicians and 
ministers attending the patient during the 
terminal illness(4). Testamentary power, 
which is defined as the privilege or right of 
a person to dispose of his property by 
will(5), is created by statutes, is within leg- 
islative control and lies solely within the 
province of the law. These statutes vary 
from state to state and nation to nation ; they 
prescribe specific conditions under which a 
will may be considered a legal document, and 
no court has the power to dispense with any 
of the prescribed requisites of its particular 
jurisdiction. 

Various attempts have been made to estab- 
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lish arbitrary standards of testamentary ca- 
pacity. Before the evolution of present day 
concepts, 3 fairly well delineated states 
in the history of the law governing testa- 
mentary law are discernible. The initial 
period would seem to date from earliest court 
decisions on record down to 1848. During 
this period each contested will involving 
testamentary capacity was determined on its 
own merit and based on the thought of the 
specific court in which the case was tried. 
Accordingly wide latitudes prevailed. In 
1848 Lord Brougham of England promul- 
gated his decree(6) which had far reaching 
consequences. It stated that mental disease 
was so subtle and intangible that no legal tri- 
bunal could safely undertake to define its de- 
gree, and the only wise course was to hold 
any degree of insanity as unfitting to testa- 
mentary capacity. During this same period, 
American law adopted a different concept 
which made the mere possession of under- 
standing sufficient to establish testamentary 
capacity. Such a low standard for establish- 
ing testamentary capacity resulted in one 
court stating that “weak minds differ from 
strong minds only in degree ; unless they be- 
tray a total loss of understanding or idiocy 
or delusion, they cannot possibly be con- 
sidered unsound(7).” 

In 1870, Lord Chief Justice Cockburn of 
England made his epoch making decision(8) 
which still stands as the basis for the modern 
legal concept of testamentary capacity. His 
basic proposition concerns the saneness or 
insaneness of the testator for the purpose of 
making a will at the specific time the will is 
written. The essence of his rule states that 
the person making the will knows that he is 
making a will, knows the nature and extent 
of his property and knows the natural recipi- 
ents of his bounty. Any attorney or psychi- 
atrist who deals with last wills and testa- 
ments would do well to review the full text 
of Lord Cockburn’s opinion. This excellent 
but somewhat loose principle has undergone 
modifications and elaborations by nearly all 
48 states and the District of Columbia. Dif- 
ferent interpretations actually have been pro- 
vided at various times in the same state. 

With these somewhat broad and ambigu- 
ous criteria, the medical expert has to render 
an opinion regarding testamentary capacity. 


While this may appear somewhat appalling, 
it should be borne in mind that if the medical 
expert understands the psychiatric status of 
the patient, especially at the time the will was 
made, and if he bears in mind the 3 gener- 
ally accepted criteria of testamentary capa- 
city, he will not only be of aid to the court 
but also will make a most satisfactory court 
appearance. He should be prepared to accept 
the fact that all too often the courts neglect 
reputable medical testimony when it is con- 
tradictory to non-medical testimony. Case 
after case can be found where the court has 
paid absolutely no attention to the opinions 
of the experts because the behavior of the 
testator as detailed by lay witnesses pointed 
in the opposite direction(g). Courts have 
frequently castigated medical opinions re- 
garding testamentary capacity (10, II, 12). 

The writer recently appeared in a case(13) 
in which 4 medical experts including 2 physi- 
cians who attended the patient during the 
period when the will was written, testified 
that in their opinion the testatrix was unable 
to fulfill the accepted criteria of testamen- 
tary capacity. Both sides had numerous lay 
witnesses, but the side seeking to uphold the 
will produced no medical experts. The trial 
judge upheld the will. It was not until after 
a petition for rehearing had been granted 
that a compromise was achieved whereby the 
side seeking to invalidate the will was 
granted 30% of the estate in contest. 

The psychiatrist encounters theoretical 
concepts which are difficult for him to accept, 
e.g., some courts have held that a person may 
be competent to dispose of a small estate 
among a few individuals by simple gifts, and 
yet be incompetent to dispose of a large es- 
tate among a great number of persons by 
complex and involved conditions(14, 15, 16). 
The psychiatrist, in applying knowledge of 
human behavior and intellect, finds this view- 
point completely tenable. However, other 
courts have contradicted this view, stating 
that testamentary capacity is one of capacity 
to make a will, not to make the particular 
one offered for probate(17). In trying to 
understand the rationale of this latter opin- 
ion, the psychiatrist can only become per- 
plexed and attribute some legal opinions to 
the fact that law is a retrospective discipline 
based upon previous decisions. There are 
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definite values in the law being a discipline 
which changes cautiously and slowly. Its 
conception of human behavior has not yet 
caught up with prevailing psychiatric 
thought. 

The function of the medical expert is to 
apply his training and experience in con- 
sidering functional and somatic illness in 
the light of criteria for testamentary ca- 
pacity. It should be kept in mind that there 
are numerous physical conditions that may 
cause either transient or permanent mental 
incompetency. There are several psychiatric 
illnesses that permit a psychotic person to 
have more lucid intervals during which his 
intellectual capacity is significantly in- 
creased. A person may be psychotic or may 
be in an institution for many years, but still 
may be able to fulfill the requirements for 
testamentary capacity. The important fac- 
tor to be considered by the medical expert 
is whether or not any essential element of 
testamentary capacity is impaired by the 
illness. The majority of cases in which testa- 
mentary capacity has been questioned occur 
in a fairly small group of conditions. These 
conditions frequently intermingle. 

The diseases of old age constitute the 
largest group of conditions upon which testa- 
mentary capacity can be attacked. With an 
ever increasing number of people exceeding 
the Biblically allotted span, this group will 
constitute a continuously larger percentage. 
Extreme old age does not of itself disqualify 
a person from making a valid will. Old age 
becomes an important evidentiary fact only 
when found in connection with mental in- 
competency. Numerous cases can be found 
upholding agreements and wills made by in- 
dividuals in advanced years. One such case 
noted is that of a 94-year-old testator whose 
last will was upheld(18). Another will 
which was upheld was made by a 96-year-old 
testator who died 4 years later(19). Still 
another concerns a testator who made a 
valid will at the age of 101(20). 

Most physicians appreciate that senility 
is not a chronological fact. It varies with 
the individual’s physiological status, with the 
personality, with environmental factors and 
with superimposed emotional illness. Sig- 
mund Freud was active and productive until 
a few weeks before he died at the age of 83. 


It was during the last year of his life that 
he published what many consider one of his 
most monumental works, “Moses and Mon- 
otheism.” Justice Oliver Wendell Holmes 
was active in the United States Supreme 
Court at the age of g1. Titian painted one 
of his greatest masterpieces at the age of 98. 
Michel-Eugene Chevreul, who died in 1889 
at the age of 103, presided at meetings of 
the Academy of Science in Paris at the age 
of 85 and was active in scientific circles at 
the age of 100(21). 

The difference between senility and senile 
dementia is frequently only a shade, yet the 
psychiatrist often has the responsibility to 
differentiate the conditions. Some states 
(e.g., Louisiana) consider that “Where the 
medical testimony shows that the testatrix 
was suffering from senile dementia she is 
considered mente captus and is presumed in- 
capable of a lucid interval(22, 23).” The 
psychiatrist, in having to determine the point 
at which simple senility ends and senile psy- 
chosis begins, has to make a decision that 
not only might be considered an anthropo- 
logical and philosophical one, but one in 
which opinions of physicians vary markedly. 
In one recent case involving testamentary ca- 
pacity in which the author participated, the 
testatrix was a 78-year-old widow who had 
made holographic wills 5 and 6 years prior 
to her death in October of 1953(24). She 
spent the last 13 months of her life in a 
mental hospital, during which time she was 
a deteriorated and demented individual. The 
family physician who had treated her for the 
last 15 years of her life had noticed marked 
mental and physical changes which began in 
1942. The legal question concerned the testa- 
trix’s capacity for making the wills of 1947 
and 1948. There was a substantial history 
of disorientation, eccentric behavior, depres- 
sive episodes, possible paranoid ideation, fre- 
quent expressions of being mortally afraid 
of the major beneficiary of her will and 
marked recent memory defects. One factor 
of the decision in the case rested upon the 
determination of whether her symptoms were 
those of a senile individual or of a senile 
psychotic at the time the wills were written. 
Arrayed on the side seeking to invalidate the 
will were the family physician, two psychi- 
atrists who had been in charge of the pa- 
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tent’s terminal hospital course and a third 
psychiatrist who was being utilized as an ad- 
ditional expert. The side seeking to uphold 
the will placed on the stand a psychiatrist 
who had seen the patient briefly during the 
terminal hospitalization and an internist who 
had never seen the patient; for further con- 
sultation they had the services of another 
psychiatrist who helped in the framing of 
the medical portion of their case. It is easily 
understandable how two such factions can 
exist, but it is unfortunate that such court- 
room disagreements tend to undermine the 
court’s and public’s opinions not only of the 
competence, but also of the integrity of 
physicians. 

The lengths to which courts go to pro- 
tect a simple senile person’s right to make 
a will is best emphasized by citing one court’s 
recent statement that “. . . Neither old age, 
nor its infirmities, including untidy habits, 
partial loss of memory, inability to recog- 
nize acquaintances and incoherent speech will 
deprive a person of the right to dispose of 
his own property(25).” 

A fine point for the psychiatrist can be 
the differentiation of senile dementia from 
cerebral arteriosclerosis if such differentia- 
tion is possible. Courts have recognized that 
cerebral arteriosclerosis is not identical with 
senile dementia(25). It is important to keep 
in mind that senile dementia is a progressive 
disease without better or “more lucid” in- 
tervals, whereas the arteriosclerotic may have 
better and worse days or periods. Accord- 
ingly one would anticipate that some cere- 
bral arteriosclerotics may on certain days be 
able to fulfill the criteria of testamentary ca- 
pacity, whereas on other days they may be 
unable to do so. 

Alcoholism and drug addiction are other 
illnesses which often give rise to a contest 
of capacity. Here again the important issue 
is the ability of the individual to satisfy the 
criteria of testamentary capacity on the day 
the will was made. A person may be a 
chronic alcoholic but still possess testamen- 
tary capacity on less intoxicated or non- 
intoxicated days. Still other individuals may 
have no known or significant alcoholic prob- 
lem, but on the day the will is drawn they 
may have been so intoxicated that the will 
cannot be considered valid. Simply stated, 


alcoholism or drug addiction to vitiate the 
testamentary act must be such that the testa- 
tor at the time of the execution of the will 
was so overwhelmed by the toxic substance 
that he was rendered incapable of fulfilling 
the criteria of testamentary capacity ; or al- 
coholic or drug consumption must have been 
indulged in for such duration as to produce 
permanent degeneration of the brain. 
The toxic psychoses associated with al- 
tered body physiology during various somatic 
illnesses can invalidate a will if the realm 
of testamentary capacity is affected at the 
time the will was made. Thus a dying pa- 
tient may be so confused, disoriented and 
agitated that he would be unable to make a 
valid will. All too often it is suddenly real- 
ized, with the patient on his death bed, that 
no will has been made, and frantic scurry- 
ing produces a document for the dying indi- 
vidual to sign. Under this stress, in addition 
to possibly being psychotic, the testator is 
not helped by the thought that this is his 
last will and testament. Undue influence is 
more likely in a person so weakened and de- 
fenseless. Many of the febrile deliria, al- 
tered states of blood chemistry (e.g., uremia) 
or stupors associated with severe illnesses can 
alter mental equilibrium. In one recent case 
a group seeking to validate a will maintained 
that the testatrix was mentally incompetent, 
due to uremic delirium at the time she was 
seen by two psychiatrists and subsequently 
might have had a reduction in nitrogenous 
wastes to such an extent that the delirium 
was not present when she shortly thereafter 
made a will(26). It is especially in this 
group of conditions that the concept of lucid 
interval might be applicable and in which the 
acumen of the psychiatrist may be strongly 
tested. The law recognizes that a will exe- 
cuted in a lucid interval by one who was be- 
fore and afterward a “confirmed” lunatic is 
valid(27, 28, 29). It is when the question of 
lucid interval is pertinent that it is especially 
advisable for the physician to be present at 
the specific time the will is being drawn up. 
Attorneys too often fail to utilize the op- 
portunity of having a psychiatrist present 
at the time the will is made if they anticipate 
a contest possibly developing on the grounds 
of testamentary capacity. Some attorneys 
may see this latter technique used as a possi- 


‘2 
ES. 
ae 
i 
bd 
re. 
SS 
‘ 


1957] GENE. L. 


USDIN 253 


ble presupposition by the side contesting the 
will. The psychiatrist can also serve as 
an advisor to the attorney by pointing out 
when “more lucid” intervals can be expected 
for the particular testator, e.g., the phe- 
nomenon of mental fatigue in senile indi- 
viduals would make it appear advisable to 
execute the will early in the day. If the 
psychiatrist believes that the testator might 
have a “more lucid” interval at a later date, 
he might suggest a postponement of the 
drawing up of the will. It is important to 
remember that delaying the execution of the 
will can resuit in two major complications. 
The intended testator might die or might 
become less mentally competent. 

Courts have recognized that many dis- 
eases or injuries if severe enough can cause 
permanent, or at least temporary, mental in- 
competence. Thus brain injuries, neoplasms 
of the brain and cerebral vascular disorders 
can render a testator incompetent to execute 
a valid will. It is a matter of history that 
Mrs. Fillmore, widow of President Fillmore, 
manifested symptoms of impaired mentality 
before she had an apoplectic stroke. She 
made 2 wills within 8 months of the stroke, 
but on a physician’s testimony she was 
judged to be insane and incompetent (30). 

Dementia paralytica in itself, does not 
void testamentary capacity (31), unless some 
essential of testamentary capacity is im- 
paired. The same rule would seem applica- 
ble to chronic encephalitis, congenital brain 
anomalies and epilepsy. 

Around the turn of the twentieth century 
considerable thought was given to the prob- 
lem of aphasics making a will(30, 32, 33, 
34). Bateman cites a case of an English 
aphasic who acted as mayor and municipal 
counselor, signed his mail with his left hand 
and also wrote his will which was recognized 
as valid by the courts(33). Bramwell(34) 
cited an especially interesting case of a pa- 
tient suffering from motor aphasia and a 
right hemiplegia who indicated by panto- 
mimic answers that she was able to make a 
will. The patient was asked to express “Yes” 
by nodding her head and squeezing the law- 
yer’s hand and to express “No” by shaking 
her head. First she was asked whether she 
wanted to make a will, and then a list of 
possible recipients of her bounty was read 


to her. She was then asked to answer “Yes” 
or “No” if she wished to bequeath anything 
to each of them. After the 4 close relatives 
were designated and the broad class of “any- 
one else” was established, she was asked to 
whom she wanted to leave her money. To 
her sister she indicated “Yes” and to the 
others she indicated “No.” This was re- 
peated several times. When she was asked 
whether she wanted to leave all her money 
to her sister, she again indicated “Yes” sev- 
eral times. The witnesses and medical ex- 
perts also had the advantage of her facial 
expressions and manner and felt these were 
compatible with her answers. The afore- 
mentioned cases emphasize the necessity for 
initiative on the part of medical experts and 
attorneys in dealing with aphasics. Some 
aphasia sufferers sustain considerable intel- 
lectual deficits, others relatively little. The 
form of aphasia is of the greatest importance 
in establishing testamentary capacity, and 
each case must be decided on its specific 
pathology. For example, there are patients 
with aphasia who cannot comprehend the 
spoken word but can comprehend the written 
word. Doctors and attorneys having no inti- 
mate knowledge of aphasia can come too 
quickly to the conclusion that the patient is 
not in a fit mental condition to make a will. 
This is not particularly surprising, because it 
was not too long ago that aphasics were 
considered insane. With some ingenuity 
physicians and attorneys can help give the 
patient the opportunity to dispose of his 
property as he properly wills. 

Eccentricity, bad manners and grotesque 
conduct in themselves are not evidence of 
insanity, especially where they are habitual 
in the testator(35). The eccentric person 
may make a valid will, notwithstanding the 
peculiarity of his conduct(36, 37). 

The fact that a person believes in witch- 
craft, clairvoyance, spiritual influences, pre- 
monitions, mind-reading, transmigration of 
the soul or occult religions does not affect 
the validity of his will. A man’s belief can- 
not be made the test of his sanity. Marked 
penuriousness(38), violent temper (39, 40), 
moral depravity(41, 42), religious fanati- 
cism (38, 43) or eccentricity regarding health, 
wearing apparel, hobbies, table manners 
and language(44, 45) in themselves do not 
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render the testator incapable of making 
a valid will. The person may be obstinate, 
subject to strong passions and prejudices 
and unreasonable in his hostilities but yet 
not devoid of testamentary capacity. Belief 
in spiritualism does not necessarily affect the 
testator’s knowledge of his relatives and his 
property (43, 45, 46). In instances where 
the testator labors under the delusion that 
the spirits of the dead or some other ethereal 
source is directing him in his business, spe- 
cifically the will, a will may be considered 
invalid( 47). 

Delusions of marital infidelity are fairly 
frequent in severe mental illness. They are 
especially prone to occur in the involutional 
psychoses and in senile psychoses. If the 
delusion can be shown to affect the natural 
recipients of the testator’s bounty, the will 
must be considered invalid. Courts attempt 
to emphasize the distinction between the be- 
lief in a wife’s unfaithfulness under exter- 
nal circumstances and a belief based on psy- 
chotic delusion. Thus one court has stated 
“. . . to justify the rejection of the will, it 
must be established that the false belief is a 


figment of a deranged mind and not the re- 
sult of an impression produced by extrane- 


ous circumstances. The burden is on the 
petitioner to prove the nonexistence of the 
extrinsic evidence on which the belief 
rested’(48). The irony of this is that 
a person may disinherit an individual on 
false information (¢e.g., false information 
regarding a wife’s unfaithfulness) or undue 
inference from some observations, and the 
court will uphold the will. If the individual 
has a delusion regarding an anticipated re- 
cipient of his bounty and the delusion affects 
the will, then the will can be invalidated. 

Delusions of grandeur or poverty are 
other types of aberrant behavior which may 
invalidate a will. Here the individual’s in- 
ability to appreciate the nature and extent 
of his property is usually the invalidating 
factor. Insane delusions have produced 
many interesting cases. There is a case in 
Indiana in which the testator believed he 
could locate hidden treasure by means of a 
small metallic ball suspended from a thread 
(49). The testator spent considerable time 
going over fields trying to locate treasure and 
dug so many holes that he became a nuisance 


and had to be stopped. Evidence of this be- 
havior did not invalidate the will. To sum- 
marize, courts consider delusions as suffi- 
cient to destroy testamentary capacity only 
when they cause a disposition differing from 
that which it might reasonably be found that 
the testator would otherwise have made. 

Illiteracy in itself has no probative value 
for it does not necessarily indicate incapacity 
for understanding. It can many times, how- 
ever, be indicative of mental deficiency. 
Mental deficiency can invalidate a will, but 
the deficiency would have to be of such ex- 
tent as to vitiate one of the criteria of testa- 
mentary capacity. Average intellect is un- 
necessary; thus one might anticipate that 
some high grade morons could make a valid 
will whereas all idiots and imbeciles would 
be unable to do so. In one recent case, the 
court decided that an adult with the intelli- 
gence of a 5-year-old lacked testamentary 
capacity(50). Therefore intelligence test- 
ing of the possible mental defective can be- 
come an important procedure for the psychi- 
atric evaluation of testamentary capacity. In 
serving the court the psychiatrist should be 
aware that legal definitions often differ from 
those of medicine, e.g., some court decisions 
have differentiated idiot and imbecile not 
on the basis of intelligence levels but on the 
basis of an idiot’s “lacking mind from birth” 
and the imbecile’s being “mentally deficient 
as a result of disease(51).” 


SUMMARY 


The evaluation of testamentary capacity 
represents a field requiring serious psychi- 
atric consideration. While considerable pub- 
licity and work have recently been afforded 
the problem of criminal responsibility, little 
can be found in recent psychiatric literature 
regarding testamentary capacity. There have 
been some noteworthy exceptions, and 
Davidson’s clear, simple and concise chapter 
in his recent book(52) is a major contri- 
bution. 

No court or tribunal can set up a standard 
by which mental capacity may be unerringly 
tested. No jurist or psychiatrist has indi- 
cated a precise point where sanity ceases and 
insanity begins. Perhaps it would be easier 
to decide the exact instant when dusk sur- 
renders to darkness. 
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The psychiatrist faces the problem of pro- 
viding expert testimony based on the appli- 
cation of psychopathology to criteria set by 
law. These criteria may appear quite am- 
biguous or they may be satisfied in a manner 
that the psychiatrist may feel injustice is 
being done. The psychiatrist may be dis- 
concerted by some of the discourtesies and 
lack of weight afforded his testimony. 

The conditions under which testamentary 
capacity can be contested are fairly limited. 
The value of having the psychiatrist present 
at the time the will is being drawn up is 
important, especially when the premise of 
lucid interval is to be utilized. In the ma- 
jority of cases where wills are contested, 
the psychiatrist rarely has the opportunity 
to examine the testator and has to depend 
on the available history. He must obtain 
facts as best he can and render an honest 
opinion as to testamentary capacity. The 
lawyer’s duty to his client is to give him the 
benefit of the best legal ability of which 
he is capable ; so naturally a lawyer, consult- 
ing a psychiatrist, will try to present wit- 
nesses who primarily favor his side. Prog- 
ress has been made in many states by the 
appointing of impartial medical experts for 
lunacy commissions and cases involving per- 
sonal injury liability. It would be an im- 
portant step to have such impartial opinion 
applied in cases involving testamentary 
capacity. 

There is increasing awareness on the part 
of the legal profession of the real contribu- 
tions which an understanding of behavioral 
mechanisms can make toward better con- 
ceptualization of the law and its procedures. 
Psychiatry is the medical specialty which has 
the closest contact with law. It too is di- 
rectly concerned with the appropriate regu- 
lation of human behavior in a healthy man- 
ner. Psychiatry, however, is neither as prag- 
matic, authoritarian or precise as the law. 
Although present-day dynamic psychiatry 
recognizes the vital impact of the uncon- 
scious motivation of behavior, law leaves no 
place for such recognition although it is 
beginning to take hesitant steps in that 
direction. 
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The present study of the tranquilizing 
drug Miltown? (meprobamate) was under- 
taken as part of a larger investigation of the 
value of 6 ataractic drugs in hospitalized 
psychotic patients(1, 2). Altogether, 1,250 
patients received one or more ataraxics for 
periods of up to 18 months. Of this total, 
300 were treated with Miltown. 


SCOPE AND METHOD 


Patients were chosen at random ; some had 
improved or had been brought to remission 
on other ataraxics and had had a psychotic 
relapse on placebo; some did not do well on 
the tranquilizing drug they were taking and 
were changed to Miltown. Most of these 
patients had had electric or insulin shock 
therapy. Four had been lobotomized. The 
past histories of these patients and their 
response to other therapies were well known 
to us so that the comparative results could 
readily be determined. Many of the best 
prospects for betterment had already been 
returned to their homes because of the bene- 
ficial action of other tranquilizers, leaving 
those patients whose prognosis was poor to 
be treated with Miltown. They ranged in 
age from 15 to 84 years, and had been hos- 
pitalized from 1 week to 55 years. Most 
of this group had been psychotic for over 
3 years, many of them for 20 years; the 
average duration of psychosis was 16 years. 

Our beginning dose was two 400 mg. tab- 
lets twice a day. This was increased until 
a favorable response was noted. Most of the 
patients were seen by me daily and the dos- 
age of Miltown adjusted to their individual 
needs until a stabilizing dose could be de- 
termined. The average required dose was 
found to be eight 400 mg. tablets during a 
24-hour period, although a few patients re- 
quired as much as 24 tablets. 

Blood counts were done on all patients 


1 Address: Mississippi State Hospital, Whitfield, 
Miss. 

2 The Miltown used in this research and a grant 
for psychological testing were supplied by Wallace 
Laboratories, New Brunswick, N. J. 
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taking this medication and showed no ab- 
normalities. Blood pressure readings and 
physical and psychiatric evaluations were 
made prior to, during, and after treatment. 
Dosage, weight and sleep charts were kept, 
as well as charts of physical and emotional 
changes. Semi-monthly recordings of these 
changes, as seen by the patient himself, the 
psychiatric aides, his relatives and myself 
were also kept. 

For control, 100 patients were given 
placebo for 2 months, followed by Miltown, 
in addition to 200 placed directly on the ac- 
tive medication. In another trial, involving 
196 patients, 6 ataraxics including Miltown 
were investigated in a double-blind study. 
The active medications and placebo were 
coded and rotated in 4-week courses, the 
druggist being the only person who knew 
the code. This made each patient his own 
control as well as a control for all in the 
group. 

One-third of the patients received Ror- 
schach and Bender-Gestalt tests to determine 
the degree of their normality or psychop- 
athy after treatment as compared with those 
qualities before treatment. 


RESULTS 


Results of the study are summarized in 
Table 1. Of the 300 patients treated with 
Miltown, 3% showed complete remission, 
35% were greatly improved, 46% showed 
some improvement, and in 16% no signifi- 
cant change was observed. 

Best results were achieved in a group of 
30 paranoid schizophrenics, all of whom ex- 
perienced some benefit from the drug, 60% 
showing great improvement, including 10% 
who experienced complete remission. Cata- 
onic and hebephrenic types and patients suf- 
fering from symptoms of organic brain dis- 
ease were less often helped, important im- 
provement occurring in about one-third of 
these cases. Other categories were not 
studied in sufficient numbers to warrant gen- 
eralized judgment as to results. Physical 
gains due to better sleep habits and relaxa- 
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TABLE 1 


Resutts oF MittowN TREATMENT IN 300 HospITALizEp PATIENTS 


Diagnosis 
Schizophrenia 
—catatonic 
—hebephrenic 
—paranoid 
Manic-depressive psychosis 


—depressive 

Involutional psychosis 

Senile psychosis 

Idiopathic epilepsy 

Organic disease 
Arteriosclerotic psychosis 
Psychosis with mental deficiency .. 
Psychosis with epidemic encephalitis. 
Brain tumor 
Meningoencephalitis syphilitica .... 
Huntington’s chorea 
Paralysis agitans 

Psychophysiologic autonomic and 

visceral disorder 
Psychoneurotic disorder (anxiety) ... 
Personality trait disturbance 


tion were made by about 50% of the patients. 

In the double-blind study in which pa- 
tients received active medication and placebo 
in 4-week courses, Miltown showed an im- 
provement rate of 60%. When placebo was 
administered as the first medication, im- 
provement at the end of the month was less 
than 1%. In later courses, when placebo was 
given following active medication, improve- 
ment rose to 68%. These later courses of 
placebo must therefore be discounted as re- 
flecting in reality the delayed action or con- 
tinuing effects of the previously taken drugs. 
When placebo was given to 100 patients for 
2 months, in the present study, prior to the 
initiation of Miltown treatment, no sustained 
improvement was observed, the small gains 
temporarily made being lost over the longer 
period of sustained placebo administration. 

Of the 100 patients who received psycho- 
logical tests, 8 had normal protocols follow- 
ing Miltown treatment and were judged to 
be in remission. Nineteen were in partial 
remission, showing an intellectual control of 
their symptoms and a capacity for empa- 
thetic relationship which made them appear 
normal; some of these showed psychotic 
residuals. Fifty-two patients were rated as 


No. improved with Miltown Percent 


Complete 
remission 


greatly 
improved 
(inc. remis- 
sion) 

37 
35 
28 


Some 
improve- 


Greatly 
ment 


improved 


69 
30 


No 
change 
37 

6 
31 


loatsul i 


6 


I 
9 


138 49 


improved, including 48 who had not been 
testable prior to medication ; these latter all 
continued to show a psychotic record. 
Twenty-one patients remained untestable. 
Paranoid ideation showed improvement in a 
number of cases. Several patients who had 
been actively hallucinated and delusional 
prior to taking Miltown showed no schizo- 
phrenic fantasy in remission. Homosexual 
trends were not affected. 

Thirty-three patients were returned to 
their homes following Miltown treatment, 
and 27 were ready to leave, awaiting rela- 
tives to take them. Five patients hospitalized 
over 10 years are doing well at home on 
Miltown. All received prescriptions for 
maintenance doses for use after their release. 
Five of these patients returned to the hospi- 
tal following recurrence of symptoms, only 
one having continued to take the medication 
at home as prescribed. 


SIDE EFFECTS 


Hypotension on large dosage occurred in 
3 cases. The first patient, a schizophrenic 
catatonic receiving ten 400 mg. tablets twice 
a day, because of markedly assaultive be- 
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havior and banging his head against the 
wall, was considered by the psychiatric aides 
to be in shock. When seen by me, he was 
sleeping soundly but could be aroused. His 
blood pressure was 90/60, pulse 58, regular 
in rate and rhythm. Respirations were 12 
per minute. He was given 2 cups of coffee 
and was walked about the ward by 2 psy- 
chiatric aides. He continued to be up and 
about the remainder of the day. 

The second case, on a beginning dose of 
ten 400 mg. tablets twice daily, was trans- 
ferred to the hospital ward by the officers 
of the day when she could not be aroused. 
Her color was good, extremities warm, respi- 
ration 12 per minute, pulse 50, blood pres- 
sure 70/50. When her name was called, she 
opened her eyes and turned on her side. 
Soon her blood pressure was 100/60; nor- 
mally it was 130/70. She was given passive 
exercise and caffeine sodiobenzoate, which 
reduced the period of beneficial sleep pro- 
duced by her medication. 

A third patient accumulated sixty-two 400 
mg. tablets of Miltown over a period of 
weeks by hoarding the 8 tablets given to 
her daily and picking up tablets discarded 
by other patients. She became somnolent in 
the afternoon of September 29 and since she 
often had periods of catatonic inactivity, 
the aide administered her usual dose of four 
400 mg. tablets of Miltown, bringing the 
total intake of this medication up to sixty- 
six 400 mg. tablets. At 3:00 P.M., I was 
called because she could not be aroused. 
Her color was good, she flinched at the touch 
of ice to the abdomen, blood pressure was 
120/70, pulse was regular in rate and 
rhythm. Her blood pressure dropped to 
100/70, pulse was 88. She was given 2 
ampules of coramine and caffeine sodioben- 
zoate. A lumbar puncture, blood sugar and 
coagulation time were done since the cause 
of her comatose condition was not yet cer- 
tain. The following day her blood pressure 
went up to 120/70. Pulse rate was 120. She 
moved slightly to painful stimuli and yawned 
occasionally. She began to move her arms 
and legs late on the second day. Still later 
that day she sat up and on the third day 
after admission to the hospital, she ate well 
and admitted taking the excessive dose of 
Miltown. 

One patient on a regimen of ten 400 mg. 


tablets of Miltown twice a day had one grand 
mal seizure. Schizophrenics frequently have 
a convulsion and I have always felt that 
shock therapy predisposes them to seizures. 
Since this patient was a schizophrenic and 
had had innumerable shock treatments, the 
cause of the convulsion seems to me un- 
certain. 

Allergic reactions to this medication have 
been reported(3) but none were present in 
this series. No nasal stuffiness, vomiting, 
diarrhea, muscle aches, ptyalism, or skin 
rashes occurred. 


DISCUSSION 


Previous investigations of Miltown have 
reported on the value of the drug as a tran- 
quilizer in neurotic conditions, particularly 
in anxiety and tension states(4, 5, 6). The 
present study shows that Miltown is also 
effective for gross symptomatology and for 
marked deviations from normal emotionality, 
as in the psychoses. Disturbed, self-destruc- 
tive, assaultive, eneuritic patients and those 
showing the noisy psychomotor hyperac- 
tivity of catatonic excitement, manic stimu- 
lation, and epileptic furor become tractable, 
quiet and capable of co-operation. Aggres- 
siveness, irritability, hostility, and belliger- 
ence are relieved. Even the most pugnacious 
and noisy patient can be maintained in a 
quiet, calm condition on the dosage best 
suited to that individual. We have been able 
to discontinue hydrotherapy and a.l forms 
of shock treatment with patients receiving 
Mitlown medication. 

Improvement is more easily attained in 
hyperkinetic than in lethargic individuals. 
The duration of the psychosis is also impor- 
tant in the prognosis, but this appears to be 
less significant than whether the patient is 
overactive or withdrawn. 

An unexpected result of Miltown treat- 
ment not mentiouied in the literature is that 
of staunching the odor of perspiration. Four 
of our patients have for several years been 
known to have a strong acrid perspiration 
odor which no amount of bathing changed. 
Under Miltown treatment bromhidrosis sub- 
sided completely. One can only speculate 
as to the reason, but a possibility may be 
that the decreased emotional turbulence 
brought about by the drug resulted in re- 
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duced activity of the sudorifarous glands, 
whose secretions contain odorous substances, 
and which are principally responsive to emo- 
tional stimulation(8). 

The action of Miltown is gentle and free 
of side effects. In contrast to chlorproma- 
zine and reserpine, Miltown does not act 
upon the autonomic nervous system(9). 
Unlike all other ataraxics, it has a relaxing 
effect on skeletal muscles in addition to its 
tranquilizing effect on the central nervous 
system(10, II). 

Miltown calms and quiets without cloud- 
ing consciousness, and enables the patient to 
secure restful sleep without hangover. Ex- 
cept in overdosage, the patient can be 
aroused at all times to attend to his personal 
needs. His environment does not disturb 
him. Logical thinking returns and in many 
cases, when environmental tensions lessen, 
delusions and hallucinations are obviated 
with the support afforded his ego by this 
medication. 

While striking results were not obtainable 
in all cases, Miltown in the dosages used, 
proved at least as effective as the other 
ataraxics studied, despite the fact that the 
patients treated were the less promising 
cases. Because of these comparatively good 
results, and also because of its exceptional 
safety and negligible side effects, I consider 
that Miltown is the drug to be tried first in 
the treatment of emotional disturbances. In 
those cases where good response is not 
achieved, more toxic medications may be 
risked. 

In my opinion, the beneficial results of 
Miltown are probably symptomatic, not etio- 
logic, just as insulin is in diabetes. It is 
assumed that even upon discharge continued 
medication will generally be necessary in 
psychotic patients for continued mental 
health. 


CONCLUSIONS 


Miltown (meprobamate) was studied in 
300 hospitalized psychotic patients. In the 
dosage range from two to twenty-four 400 
mg. tablets daily, the drug produced com- 
plete remission of symptoms in 3% of pa- 
tients, striking improvement in 35%, some 
improvement in an additional 46%, and no 
significant change in the remaining 16%. 


Physical gains resulting from better sleep- 
ing habits and relaxation were made in about 
half the patients. Paranoid schizophrenics 
appeared to derive greatest benefit from the 
drug. 

Noisy, assaultive, eneuritic, delusional, 
hallucinated patients were generally relieved 
of these symptoms, although psychological 
residuals usually remained. Psychological 
testing showed improvement in the Ror- 
schach and Bender-Gestalt tests with an 
effort, in many cases still showing psychotic 
traits, to reach healthy relationships with 
their environment. Eight patients tested nor- 
mal after taking the drug. Most of the re- 
mainder showed increased ability to subli- 
mate their abnormal psychological drives, 
and to get along in their milieu. 

Thirty-three patients were able to be dis- 
charged from the hospital following Miltown 
treatment, and 27 were ready for release as 
soon as arrangements for family custody 
could be made. 

Retarded, blocked, hypoactive patients 
were not as markedly benefited as the hyper- 
active, noisy type. 

The safety of Miltown and its almost 
complete lack of side effects, except for 
hypotension in high dosage, makes it an 
ataraxic of choice. It is an important addi- 
tion to the armamentarium of the neuro- 
psychiatrist. 
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CLINICAL NOTES 


THE EFFECT OF A SPECIAL DIET ON HOSPITALIZED 
SCHIZOPHRENIC PATIENTS ' 


SAMUEL BOGOCH, M.D., Pu. D.? 


Twenty-two young hospitalized schizo- 
phrenic patients (17-38 yrs.; 12 female, to 
male), most of whom had demonstrated 
ability to recover from previous acute psy- 
chotic episodes, were given a diet essentially 
free of aromatic amino acids for 3 weeks.* 
In the following 3 week period, one-half of 
the patients remained on the deficient diet, 
while the rest received supplements of 
phenylalanine (5g. per 100g. protein) and 
tryptophane (1.8g. per 100g. protein). The 
assignment of patients for the control diet 
of the second period was made at random 
by the dietician, in advance of the first die- 
tary period. It was impossible to distinguish 
the deficient diet from the control diet in 
terms of appearance or palatability. Clini- 
cal evaluation was performed independently 
by the ward staff and the author. Neither 
knew which patients received the deficient 
diet and which received the supplemented 
diet, nor did the patients know that all of 
the diets were not identical. Caloric intake 
was between 2400 and 2700 calories per day. 
The unavoidable protein ingested on the test 
diet did not exceed 2.5gm. daily. ‘“Clusivol” 
multivitamin capsules were given once daily 
to insure adequate vitamin intake. No other 
food was available to the patients. 

Of the 22 patients on the deficient diet, 


1 This study was conducted under the auspices of 
Dr. W. C. Gibson and the department of neuro- 
logical research, University of British Columbia 
Medical School, Vancouver. The author is grateful 
to Drs. A. M. Gee, A. Davidson and F. McNair 
for making available the clinical facilities of the 
Crease Clinic of Psychological Medicine and Esson- 
dale Mental Hospital, and to the members of the 
nursing and dietary staffs. 

2 Massachusetts Mental Health Center (Boston 
Psychopathic Hospital) and department of psychi- 
atry, Harvard Medical School. 

3 Allen & Hanburys Co., Ltd. Casein Hydrolysate. 
Bartor Road, Toronto, Ontario. 


13 (8 males, 5 females) became clinically 
worse, and 9 showed no significant change. 

In the second 3 week period, of the 13 
patients whose condition had deteriorated, 
one had to be removed from the project to 
be given ECT, 8 remained on the deficient 
diet, while 4 fell into the control group re- 
ceiving an adequate intake of aromatic amino 
acids. Of the 8 who remained on the diet, 5 
remained worse, while 3 returned to their 
pre-diet level (still unimproved). Of the 4 
who subsequently received an adequate 
amino acid intake, all showed improvement. 
One was better than her pre-diet level for a 
week, then slipped back, while the other 3 
gradually improved to their pre-diet level of 
adjustment only. 

Of the 9 patients (2 males, 7 females) 
who showed no significant change in the first 
3 weeks on the deficient diet, 5 fell into the 
group remaining on the deficient diet, while 
4 received the adequate control diet. Of the 
4 who received an adequate intake, one im- 
proved to a slightly better than pre-diet level, 
while 3 showed no significant change. Of 
the 5 who remained on the diet, no significant 
change occurred. 

It is clear from the results presented that 
the diet is not to be considered a therapeutic 
agent. In fact there is evidence that it is psy- 
chotoxic. While improvements attributable 
to placebo effects or to spontaneous recovery 
would be expected to take place in about one- 
third of the patients, in the present experi- 
ment, none showed any significant improve- 
ment. Some of the factors, both dynamic 
and metabolic, which may be responsible for 
the psychotoxic effects observed, form the 
subject of further experiments, and are dis- 
cussed in a detailed report of this study 
which will appear elsewhere. 
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MEPAZINE (PACATAL)'—FURTHER REPORT 


NORBERT BRUCKMAN, M.D., MURRAY KITCHENER, M.D., JOHN C. SAUNDERS, M.D., 
anp NATHAN S. KLINE, M. D.? 


In July 1955 we (6) reported the results 
of a rapid evaluation of mepazine ( Pacatal). 
The material had been supplied in bulk to 
an American pharmaceutical house from the 
German manufacturers and subsequently we 
had reason to believe that something hap- 
pened somewhere along the line to introduce 
a contaminant. In a letter(5) to the editor 
of this journal in 1956 we stated that we 
were then re-evaluating the preparation. We 
did so in six different groups of chronic psy- 
chotics. The first group comprised 14 males 
all of whom had proved failures on electro- 
shock, insulin, reserpine, chlorpromazine or 
some combination of these. This time we 
used mepazine manufactured in the United 
States (Warner-Chilcott’s Pacatal). The 
patients were given 150 mgs. daily which 
was increased by 25 mgs. every 5 days until 
300 mgs. was reached. This was continued 
for 2 months and then increased to 400 mgs. 
daily and continued for another 2 months. 
Despite the fact that these patients had failed 
on all previous therapies and were among the 
most chronic disturbed schizophrenics in the 
hospital, 6 of the 14 showed some improve- 
ment and it was specifically noted in several 
of the case records that in addition to becom- 
ing quieter and more cooperative depression 
was relieved. Improvement, however, was 
not sufficient for any of the patients to be 
considered for discharge. In contrast to our 
previous results, no side effects were noted 
in this group except transient drowsiness in 
one patient. We then expanded the study 
and tried 12 additional chronic psychotic 
males on a combination of 4 mgs. of reserpine 
and 200 mgs. of mepazine. Neither improve- 
ment nor side effects was noted in any patient 
in this group. On the combination of mepa- 
zine and chlorpromazine in another 12 male 
patients of the same extremely chronic ther- 
apy-resistant type with doses of 200 mgs. of 
mepazine and 400 mgs. of chlorpromazine 5 


1 Appreciation is expressed to Warner-Chilcott 
Laboratories, Morris Plains, N. J., for the supply 
of Pacatal. 

2 Address: Rockland State Hospital, Orangeburg, 


patients who had shown slight improvement 
on a combination of reserpine and chlorpro- 
mazine maintained their improvement and 
another 4 who were considered only slightly 
improved from the reserpine-chlorpromazine 
combination were now judged moderately 
improved. When these patients were subse- 
quently maintained on chlorpromazine alone 
1 of them relapsed to his previous condition 
and it was necessary to again add reserpine 
to reverse the picture. In this group also no 
side effects were noted. 

At the same time 40 female patients of 
the same type were started on mepazine alone 
or in combination. Of 20 on mepazine alone, 
I was moderately improved, 6 slightly im- 
proved, and 13 unimproved. Of those on 
mepazine and chlorpromazine, 2 were moder- 
ately improved, 5 slightly improved and 3 
unimproved. Of those on mepazine and 
reserpine, I was moderately improved, 5 
slightly improved and 4 unimproved. There 
were no side effects in the mepazine-chlor- 
promazine group but I patient on mepazine 
alone complained of blurred vision and sub- 
sequently developed marked leucopenia which 
responded promptly to withdrawal of medi- 
cation. Two of the patients on the mepazine- 
reserpine combination developed leucopenias 
and 1 of these had reactivation of an old 
osteomyelitis. The leucopenia progressed to 
agranulocytosis and subsequently the patient 
died. The other patient recovered unevent- 
fully as did a third who developed a milder 
leucopenia. 

There is little question that mepazine is 
an active ataractic agent and that at times it 
will bring about improvement when reser- 
pine, chlorpromazine or the combination of 
these 2 drugs has proved ineffectual. We 
would recommend, as have other authors, 
that dosage be increased gradually to avoid 
side effects. The higher incidence of side 
reactions in the females on phenothiazine 
derivatives has also been commented on fairly 
frequently in the literature. Whether the 
combination of mepazine and chlorpromazine 
acted, in the females, to cancel out side ef- 
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fects or whether this was a statistical acci- 
dent cannot be determined on the basis of 
the relatively small number of cases. Cer- 
tainly this mepazine-chlorpromazine com- 
bination was the most effective one in both 
the males and females. 

The expectation of finding a single ata- 
ractic agent that would be effective for all 
types of patients has not and is not likely to 
be realized. Rather we are having made 
available to us a sizeable number of pharma- 
ceuticals which can be used selectively to 
meet the needs of the individual patient. On 
the basis of our experience with mepazine, 
not only in the hospital, but in private prac- 
tice, and through information provided both 
in the literature and in conversation with 
numerous practicing psychiatrists, certain 
tentative conclusions can be drawn as to its 
use: 

1. Of the ataractic agents presently availa- 
ble mepazine apparently induces the least 
depression and may even serve to relieve 
mild depressions when they pre-exist. 

2. The incidence of blood dyscrasias in 
the females suggests that mepazine (along 
with the other phenothiazine derivatives) be 
used with considerable caution and under 
close medical supervision for the first month 
and a ha!f. Patients should be told to report 
immediately any evidence of temperature 
elevation and “scratchy” or sore throat since 
these clinical symptoms usually appear early 
enough to prevent a serious blood dyscrasia 
by withdrawing medication. This limitation 
is set since no record of a blood dyscrasia 
occurring beyond the 45th day has been re- 
ported. 


Whereas several hundred reports on serum 
lipids in schizophrenic patients have appeared 


1 This work was supported by a grant from the 
Albert and Mary Lasker Foundation, Inc. We wish 
to acknowledge the cooperation of the ward per- 
sonnel at Stockton State Hospital and Napa State 
Hospital, California; and the assistance of Mrs. 
Hattie Green, Maud Avery, and the technical work- 


SERUM LIPOPROTEIN CONCENTRATIONS IN A 
SCHIZOPHRENIC POPULATION 


EDWARD H. STRISOWER, OLIVER peLALLA, JOHN W. GOFMAN, ano 
BEVERLY STRISOWER 


3. As noted first by Hiob and Hippius(3) 
and later by Bowes(1) (as well as in our 
own series) mepazine and chlorpromazine 
appeared to act synergisticly. 

4. The sympatholitic action of chlorpro- 
mazine and the parasympatholytic action of 
mepazine may also act to eliminate some of 
the side effects uf each as has been reported 
by Kleinsorge(4) and by Braun(2) and 
confirmed in our own series, 

5. It has been shown that whereas chlor- 
promazine blocks epinephrine and serotonin 
in various biological systems, mepazine does 
not. This may well be related to the absence 
of depression or the antidepressant activity 
of mepazine. 

6. Mepazine, although potent, is some- 
what milder in its effect than some of the 
other pharmaceuticals in this field. For this 
reason it particularly suggests itself for use 
in the office patient with agitation and de- 
pression or in those in whom the other 
pharmaceuticals have produced feelings of 
emptiness, depression or psychic discomfort. 
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since 1912(1, 2) no information on serum 
lipoprotein concentrations is available to date. 
This report provides information on the dis- 
tribution of both low and high density seurm 
ers at the Donner Laboratory in making this study. 

2From the Division of Medical Physics of the 
Donner Laboratory of Medical Physics Radiation 
Laboratory, University of California, Berkeley, Cal. 
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TABLE 1 


CoMPARISON OF Low Density SERUM LIPOPROTEIN CONCENTRATIONS IN A NORMAL AND A SCHIZOPHRENIC 
MALE PopuLaTION 


Serum Concentrations * 
mg/1ooml of serum 


Age 

20-29 
20-29 
30-39 
30-39 
40-49 
40-49 
50-69 
50-69 


Sr°0-12 
298 + 62 
326 + 88 
316 + 62 
354 + 84 
370+ 81 
382491 


Schizophrenic 
Norma! controls 


Schizophrenic 
Normal controls 


Schizophrenic 
Norma 


402 + 103 


393 + 76 


Normal controls 


* Mean values and standard deviation of the distribution 


S1°12-20 


MG/ of serum. 


Cholest* n** Cholest 
207 + 30 168 

209 + 43 
200 + 29 
222+ 44 
238 + 43 
239 + 42 


St°20-100 Sr°100-400 
81+ 31 39 + 38 
75+ 42 36 + 39 


39 + 48 
40 21 
30 +17 
51+ 24 


45+ 25 
58 + 23 


231 
84 


48 + 19 
58 + 24 


** The normal group of males on which the cholesterol data are based is smaller than the entire normal control group 


for the serum lipoprotein data. 


Sr® refers to Svedberg units of flotation (10- cm/sec/dyne/gram) including a correction to account for the self- 


slowing of lipoproteins as 


lipoproteins in a male schizophrenic popula- 
tion. 

Serum liproprotein and cholesterol de- 
terminations were performed by methods * 
previously described(3, 4) on 88 male 
chronic schizophrenic hospitalized patients. 
Selection of these patients was based on the 
absence of other acute or chronic disease as 
judged by clinical criteria and routine labora- 
tory tests ; also, no patients who had received 
chemotherapy or electroshock treatments for 
several months preceding the blood sampling 
were included in this study. All blood sam- 
ples were drawn in the morning 2-4 hours 
following breakfast. 

Results are summarized in Tables 1 and 2 


TABLE 2 


CoMPARISON OF HiGH Density SERUM LIPOPROTEIN 
CONCENTRATIONS IN A NORMAL AND A SCHIZO- 
PHRENIC MALE POPULATION 

Serum Lipoprotein Concentra- 

tions* mg/1ooml of serum 

A 

HDL- HDL. HDL- 

n Age 1** 2** 3°* 
17. 20-29 22+ 38+14 203+ 15 
+335 20-29 23+ 38+ 30 218+ 39 
20 30-39 57439 195+ 37 
-499 30-39 222+ 41 
+ 37 40-49 58 + 34 
+249 40-49 37+ 29 


Schizophrenic 14 50-69 39 +31 
Normal conrtols .. 86 50-69 40+ 35 


* Mean values and standard deviation of the distribution. 

** HDL-1, HDL-2, and HDL-3, refers to high density 
serum lipoproteins defined by densities of 1.05, 1.075, and 
1.145 gms/ml respectively. 


8 We are indebted to Dr. Oliver deLalla for the 
development of the method and for the analyses of 
the high density serum lipoproteins. 


Schizophrenic 
Normal controls . 


Schizophrenic 
Normal controls . 


25+7 
24417 
28+17 
26+ 18 


26 + 60 
28 + 27 


208 + 45 
228+ 51 
198 + 46 
219+ 50 


Schizophrenic 
Normal controls . 


eir concentrations increase during the flotation process. 


for the low density and high density serum 
lipoproteins respectively. The tables provide 
mean values and standard deviations of the 
distribution for each serum lipoprotein class 
for a given age group for the schizophrenic 
population as well as directly comparable 
data for a normal population. 

The schizophrenic population has, in gen- 
eral, low density serum lipoprotein and serum 
cholesterol concentrations similar to the 
matched normal population. The small dif- 
ferences seen in the direction of lower serum 
lipoprotein levels, most marked in the 30-39 
year age group, are statistically not signifi- 
cant. Data on the three high density serum 
lipoprotein classes constituting the entire 
high density lipoprotein spectrum are pre- 
sented in Table 2. No significant differences 
between the normal and schizophrenic popu- 
lations exist, except for the following two 
instances. The HDL-2 lipoproteins are higher 
in the schizophrenic population in the 30-39 
and 40-49 year age groups, significant at the 
5 and 1 per cent levels respectively, and 
HDL-3 serum lipoproteins tend to be lower 
in the schizophrenic population at all age 
ranges studied ; however this latter difference 
could be proven significant below the 5 per 
cent level only in the 30-39 year group. The 
biological and clinical significance of these 
observations is under further investigation 
at present. 

The smaller standard deviations of the dis- 
tribution obtained in most of our measure- 
ments on schizophrenic patients compared 


: a 

n 
499 92+ 55 51+ 59 
80 + 37 46+ 47 
108 + 68 67 +97 
| 86 + 41 37 +30 
108 + 54 61+ 72 
t 
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with those of the normal population do not 
support the concept postulating a greater 
variability of serum lipid levels in schizo- 
phrenia(5-7). Furthermore, because of the 
much larger group of normal males on which 
the normal population statistics are based, 
lower rather than equal or higher standard 
deviations would be expected in the normal 
compared with the schizophrenic population. 

Perhaps the most interesting and useful 
application of a knowledge of low density 
serum lipoprotein levels in a schizophrenic 
population relates to the question of cerebral 
atherosclerosis as an etiologic factor in 
schizophrenia. The highly significant correla- 
tion between the degree of coronary athero- 
sclerosis and that of the major supply arteries 
of the brain, recently discovered(8), implies 
an important biochemical relationship be- 
tween low density serum lipoprotein concen- 
trations and cerebral atherosclerosis, similar 
to the well established association of coronary 
atherosclerosis with elevated low density se- 
rum lipoprotein levels(9-11). The lack of 
elevation observed in all classes of the low 
density serum lipoprotein spectrum and in 


all age groups of a schizophrenic population 
provides excellent biochemical evidence for 


the view that cerebral atherosclerosis is not 
a significant etiologic factor in the schizo- 
phrenic reaction. 
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PROCEEDINGS OF THE AMERICAN PSYCHIATRIC 
ASSOCIATION 


THE ONE HUNDRED AND THIRTEENTH ANNUAL MEETING, 
CHICAGO, ILLINOIS, 1957 


The 113th annual meeting was held in 
Chicago, Ill. at the Morrison Hotel, May 13- 
17,1957. The opening meeting, May 13, was 
called to order by the President, Dr. Francis 
J. Braceland, at 9:15 a.m. After the invoca- 
tion by Rev. William J. Devlin, S. J., M. D. 
of Chicago, who is a member of the APA, 
welcoming remarks were presented by Dr. 
Roscoe Miller, M.D., Dean of the North- 
western University School of Medicine. 

Dr. Braceland introduced President-Elect 
Dr. Harry C. Solomon, and then called for 
the reports to the membership. The Medical 
Director, Dr. Daniel Blain, read his troth 
annual report reviewing the Central Office 
operations which have continued to expand 
during the past year. Dr. Matthew Ross, re- 
tiring Speaker of the Assembly of District 
Branches, related the history and develop- 
ment of the District Branch program. The 
Chairman of the Committee on Arrange- 
ments, Dr. Hugh T. Carmichael, called at- 
tention to the Convocation ceremonies sched- 
uled for the following morning and also 
reported the diversional program which had 
been arranged for members and guests in co- 
operation with the Ladies Committee under 
the Chairmanship of Mrs. L. Louis Stein- 
berg. Dr. Titus Harris, Chairman of the 
Program Committee, pointed out new fea- 
tures of this annual meeting, including the 
Adolf Meyer Research Lecture and the Fel- 
lowship Lecture, formerly the Academic 
Lecture, to be presented in conjunction with 
the Convocation. 

Dr. William Malamud, Secretary, reported 
the membership statistics for the past year. 
As of March 31, 1957 the total membership 
was 9,247. Dr. Jack R. Ewalt, Treasurer, 
presented his report which is included in 
another section of these Proceedings. He also 
informed the membership that in view of the 
limited financial reserve of the Association 
and its increasing expenses, the Council had 
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found it necessary to recommend that the 
dues for Fellows and Members, be raised 
effective April 1, 1958. 

Dr. Theodore Lidz, Chairman of the Hof- 
heimer Prize Board, presented this Prize for 
research in psychiatry to Christoph M. Hei- 
nicke, Ph. D., of Portland, Oregon for his 
work at the Tavistock Clinic in London, 
England. The prize-winning study dealt with 
the effects of separating two-year olds from 
their parents. Honorable Mention was given 
to Dr. Charles Shagass of Montreal, Canada. 
Dr. Frank J. Curran, Chairman of the Board 
of the Isaac Ray Award, presented the 
Award to Dr. Manfred S. Guttmacher, psy- 
chiatrist and Chief Medical Officer of the 
Supreme Bench of Baltimore, Maryland. 
The Isaac Ray Award is presented for out- 
standing contributions to better understand- 
ing between psychiatry and law. Dr. Gutt- 
macher will deliver his series of lectures un- 
der the sponsorship of the Schools of Law 
and Medicine at the University of Minnesota 
in the academic year 1957-1958, and the 
lectures will be published by Farrar, Straus 
and Cudahy. The winners of the Mental 
Hospital Achievement Awards were an- 
nounced by Dr. Blain as the Saskatchewan 
Hospital, Weyburn, Canada, and the Re- 
ceiving Hospital, Detroit, Michigan. Hon- 
orable Mention Awards were won by the 
Northern State Hospital, Sedro-Woolley, 
Washington, and the Madison State Hospi- 
tal, Indiana. These Awards will be presented 
at the Mental Hospital Institute in the fall. 

Dr. Braceland introduced the recommen- 
dations of the Membership Committee, as 
approved by the Council, regarding applica- 
tions for election to membership and for 
changes of membership status. On motion, 
duly seconded, the recommendations were 
approved by the membership. There were 
657 new members elected bringing the total 


to 9,904. 
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Dr. Braceland was introduced by Dr. 
Solomon and gave his Presidential Address 
entitled “Psychiatry and the Science of 
Men.” Dr. Solomon responded, and then the 
audience was asked to stand in memorial to 
the members of the Association who had died 
during the year. The benediction was pro- 
nounced by the Rev. Donald Cox, Chaplain 
of Kankakee (Illinois) State Hospital. 

On Monday evening, May 13, the Ist an- 
nual Adolf Meyer Research Lecture was 
presented by Stig Akerfeldt, Ph. D., of the 
Nobel Institute in Stockholm, Sweden, on the 
subject “Serological Reaction of Psychiatric 
Patients to n,n,dimethyl phenyline diamine.” 
Dr. Nathan S. Kline, Chairman of the Re- 
search Committee, moderated a discussion 
panel following the address. This Lecture 
is planned as a means of bringing an out- 
standing foreign researcher to each annual 
meeting to present a scientific paper. 

The next business session was called to 
order by the President on Tuesday morning, 
May 14, at 9:00. Dr. Robert S. Garber, a 
member of the Board of Tellers for Election 
of Officers, presented his report. A total 
of 4,398 ballots were cast, with 28 being 
declared invalid. The officers elected for 
1957-1958 are as follows: Dr. Francis J. 
Gerty, President-Elect; Dr. William Mala- 
mud, Secretary; Dr. Jack R. Ewalt, Treas- 
urer; Incoming Councillors—Dr. C. H. 
Hardin Branch, Dr. Addison M. Duval, and 
Dr. Jacques S. Gottlieb. Regarding the pro- 
posed amendment to the Constitution and 
By-Laws to establish 2 new elective offices 
(Vice Presidents), both portions were ap- 
proved by the following figures : Amendment 
te Constitution—3,755, yes; 146, no; 48 in- 
valid ; Amendment to By-Laws—3,752, yes; 
146, no; and 48 invalid. The Parliamentar- 
ian, Dr. Henry Davidson, then read 2 new 
proposals for amending the Constitution and 
By-Laws which had been approved by the 
Council. The first dealt with the adjudica- 
tion of ethical grievances, and the second 
with the announcement of APA election re- 
sults in the JouRNAL. These proposals will 
be published in the JouRNAL and will appear 
on the next mail ballot for consideration by 
the membership. 

Reports were presented by the Coordinat- 
ing Committee Chairmen who reviewed the 


activities and plans for their respective 
Standing Committees : On Technical Aspects 
of Psychiatry, Dr. Frank J. Curran; On 
Professional Standards, Dr. Wilfred Bloom- 
berg; and On Community Aspects of Psy- 
chiatry, Dr. William C. Menninger. This 
concluded the business session, and there was 
a short recess before the Convocation. 

Dr. Braceland presided at the Convocation 
for the newly elected Fellows, which got 
underway at 10:00 a.m. in the Terrace 
Casino, and Dr. Hugh T. Carmichael served 
as Grand Marshall. The program began with 
a Processional March by the Convocation 
participants accompanied by an _ electric 
organ. The Life Fellows were seated to 
the left of the rostrum and the newly elected 
Fellows to the right. The invocation was 
given by Dr. Edgar Siskin, North Shore 


- Congregation Israel, Glencoe, Ill. The Con- 


vocation Ceremony was very impressive and 
included a reading of the objectives of the 
APA and of Fellowship in the Association, 
and the official welcome to Fellowship by the 
President. Dr. Solomon introduced the Fel- 
lowship Lecturer, Dr. Gregory Zilboorg, who 
spoke on “Eugen Bleuler and Present Day 
Psychiatry.” Dr. E. Eduardo Krapf of 
Geneva, Switzerland, gave the responses. The 
Recessional March followed the benediction 
by the Rev. Edward P. Dixon, Chaplain of 
Cook County Hospital, Chicago. 

The business meeting on Wednesday 
morning, May 15, was called to order by the 
President at 9:30. The Secretary reported 
the actions of the Council during the past 
year, and these matters were duly approved 
by the membership upon proper motion from 
the floor. Separate motions were approved 
authorizing San Francisco, California, as the 
site for the 1958 annual meeting; Greater 
Miami Society of Psychiatry and Neurology 
as an Affiliate Society ; and the establishment 
of the following District Branches: Hawaii 
Psychiatric Society, Illinois Psychiatric So- 
ciety, Iowa District Branch, New York State 
Capital District Branch, South Carolina Dis- 
trict Branch, and Wisconsin Psychiatric As- 
sociation, Inc. The presentation of Certifi- 
cates by the Secretary to those retiring from 
office was the last item of business at this 
meeting. 
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The Annual Dinner was held on Wednes- 
day evening, May 15, and was well attended. 
The Past-President’s Medal was presented 
to Dr. Francis J. Braceland by Dr. Kenneth 
E. Appel. A handsome Illuminated Address 
and an inscribed silver bowl were awarded 
to Mr. Austin M. Davies as a tribute to his 
25 years of dedicated service to the Associa- 
tion as Executive Assistant and Business 
Manager of the JouRNAL. The latter presen- 
tation was made by Dr. Clarence B. Farrar, 
who has been closely associated with Mr. 
Davies as Editor of the JourNnat for the past 
quarter of a century. A special greeting and 
plaque were also presented to President 
Braceland on behalf of the Governor of 
Illinois by Dr. Francis J. Gerty, incoming 
President-elect. 

The final business session was held on 
Friday, May 17, at 9:00 a.m. with Dr. Brace- 
land presiding. The Secretary reported the 
actions of the Council at its meeting on May 
16, and these matters were approved by the 
membership. By separate motions the West- 
ern New York Psychiatric Society was ap- 
proved as a District Branch and a revised 
constitution for the Connecticut District 
Branch also approved. Statistics regarding 
the enrollment at the 113th Annual Meeting 
were reported by the Secretary as follows: 
1,924 members, 953 nonmembers, 523 guests 
(ladies, white cards), 137 complimentary 
and 199 exhibitors, for a total enrollment of 
3,736. Dr. Daniel Blain presented to the 
Association a small wooden box, hand-carved 
from a single block of Australian Fiddle- 
back Blackwood, which was a gift from Dr. 
Guy Springthorpe of the Australasian As- 
sociation of Psychiatry (Australia and New 
Zealand) for use in the APA Home. Dr. 
Braceland then presented to Dr. Solomon the 
gavel signifying his assuming the Presidency. 
As there was no further business, the session 
was adjourned. The 113th Annual Meeting 
was Officially closed at 5:00 p.m. on May 17. 


RESOLUTIONS 


The following Resolutions were submitted 
by Dr. James H. Wall, Chairman of the 
Committee on Resolutions : 

Wuereas, the American Psychiatric Association 


has conducted its 113th Annual Meeting in the 
City of Chicago in 1957. 


1. Now Therefore Be It Resolved, That The 
American Psychiatric Association express its ap- 
preciation to Dr. Roscoe Miller, Dean of North- 
western University School of Medicine, for his 
cordial welcome to this association. 

2. Be It Further Resolved, That the Association 
does hereby record its very real appreciation to its 
beloved President, Francis J. Braceland, for his 
able leadership by which he has guided the mem- 
bership and the affairs of the Association through- 
out the past year and especially for his successful 
efforts to interpret to the membership and to the 
country at large, the Association’s programs and 
policies. 

3. Be It Further Resolved, That the Association 
expresses its thanks to the Officers, Members of 
Council, Officers of Assembly, and to the Section 
and Committee Chairmen and Secretaries for the 
very able manner in which they have pursued their 
duties making possible the successful and smooth 
functioning of the Association throughout the year 
and particularly during the 113th Annual Meeting. 

4. Be It Further Resolved, That the Association 
acknowledges its great debt of gratitude to Dr. 
Daniel Blain and to Mr. Austin Davies for their 
very conscientious and untiring services on our be- 
half and to their loyal staffs whose labors ensure 
the perfect functioning of the Association’s business. 

5. Be It Further Resolved, That the Association 
again record its profound debt of gratitude to Dr. 
Clarence B. Farrar for his most successful work 
as Editor of the American Journal of Psychiatry, 
and for his constant efforts to maintain the high 
ideals of the profession of psychiatry. 

6. Be It Further Resolved, That the Association 
hereby expresses its appreciation to the members 
of the Press, who over the year and especially at 
the Annual Meeting, have so well interpreted the 
aims, ideals and accomplishments of our profession 
to the American people and to the world. 

7. Be It Further Resolved, That the Association 
extend its gratitude to the Committee on Arrange- 
ments and to its Chairman, Dr. Hugh T. Carmichael, 
and those associated with him, for the hospitality 
that we have experienced during our meeting in 
this city, the hospitality which has made our 
meeting pleasant and successful. 

8. Be It Further Resolved, That the Association 
hereby conveys its sincere appreciation to the Ladies 
Committee and to its Chairman, Mrs. D. Louis 
Steinberg, and those associated with her, in provid- 
ing entertainment for the wives of the members of 
the Association. 

9. Be It Further Resolved, That the Association 
express its profound appreciation to the Committee 
on Program, and especially to its Chairman, Dr. 
Titus Harris, who have provided a most interesting 
and informative program and particularly for the 
distinguished foreign visitors who appeared on the 
program. 

10. Be It Further Resolved, That the Gratitude 
of the Association also be expressed to the Budget 
Committee under the Chairmanship of Dr. Robert 
H. Felix for their careful budgeting of the funds of 
the Association. 
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11. Be It Further Resolved, That the Association 
likewise expresses its appreciation to the Committee 
on Public Information and to its Chairman, Dr. 
Robert Morse, for their successful efforts to develop 
a better public understanding of psychiatry and the 
problems which it encounters and seeks to over- 
come. 


12. And Be It Further Resolved, That the As- 
sociation expresses its deep appreciation of the 
skillful, tireless efforts on the part of Mr. Robert L. 
Robinson, who has consistently and diplomatically 
worked with the Press in maintaining the high 
standards of public relations of the Association. 


SUMMARY OF MEETINGS OF COUNCIL AND EXECUTIVE 
COMMITTEE 


MAY 1956 TO MAY 1957 


This report presents in summary form the princi- 
pal actions of the Council and the Executive Com- 
mittee at meetings held throughout the year. Many 
routine matters, such as referrals to Committees 
prior to definitive action, are not included. Copies 
of the full minutes have been forwarded to the 
officers of each District Branch and Affiliate Society 
following the various meetings to keep their mem- 
bers informed of the matters that were considered 
and the action that resulted. 

Executive Committce Meetings, June 16 and 
September 15, 1956.—Accepted the invitation of 
the National Research Council to act as a joint 
sponsor for a Conference on Pharmacotherapy in 
Washington, D. C. during September 1956 and 
directed Drs. Jacques S. Gottlieb and Milton Green- 
blatt to continue to represent the APA in its rela- 
tions with the N.R.C. Received a Resolution from 
the National Association of Private Psychiatric 
Hospitals regarding the operations of the Central 
Inspection Board and directed the Secretary to 
inform them that negotiations were underway with 
the Joint Commission on Accreditation of Hospi- 
tals and that they would be kept informed of de- 
velopments. Accepted the details as recommended 
by the Medical Director for the previously approved 
extension to the Information Service. Approved 
a statement on tranquilizing drugs prepared jointly 
by the Committees on Research, Therapy, and 
Public Information. Recommended that in an- 
nouncements of the results of APA elections, only 
the names of successful candidates should be indi- 
cated, without any designation of the number of 
votes received by the respective candidates. Directed 
payment of the annual APA dues to the World 
Federation for Mental Health. Directed that the 
Society of Neurology and Psychiatry of Hawaii 
should be referred to appropriate West Coast Dis- 
trict Branches for assistance in setting up a Regional 
Research Meeting in Honolulu to supplement the 
APA Annual Meeting in 1958. Authorized publi- 
cation and distribution in the Mail Pouch at APA 
expense of a one-page notice about the Second 
International Congress of Psychiatry. Authorized 
the Medical Director to employ part-time help to 
handle the distribution of APA publications and to 
charge the salary against the Publications Revolv- 
ing Fund in an amount not to exceed $1500 per year. 
Directed that all matters involving representation or 
delegation to international meetings should be re- 
ferred to the Committee on International Relations 


for comment and recommendations prior to official 
action by the President or the Executive Com- 
mittee. Authorized the House Committee to obtain 
estimates and plans including air conditioning for 
the renovation of the APA Home and to present 
their recommendations for consideration by the 
Council. Directed that an appropriate scroll should 
be prepared for presentation at the fall 1956 meet- 
ing of the Council and Committees to Dr. William 
Rush Dunton, Jr., in recognition of his years of 
service with the American Journal of Psychiatry. 
Disapproved a proposed questionnaire and refer- 
ence service on sources of support for research 
projects as presented by the Committee on Research. 
Authorized the Public Information Committee to 
seek funds to finance a second conference similar 
to the Swampscott Conference. In accordance with 
the policy previously approved by the Council, 
authorized the Public Information Committee and 
the Medical Director, in consultation with the 
APA Legal Counsel, to complete negotiations for 
a television contract with the Sudan Company, Inc., 
with terms similar to those of the previous tele- 
vision contract. Directed that the Archives of Neu- 
rology and Psychiatry be informed that papers to 
which the APA has reserved publication rights 
are frequently released for publication in other 
journals upon request to the Editor of the JourNAL 
by the author, and that the APA Divisional Meet- 
ings are considered to be a particularly promising 
source of material. Disapproved an application for 
change of name by the Section on Convulsive Dis- 
orders because the terms proposed for use in the 
new name were incompatible, and suggested that a 
more satisfactory designation be presented for con- 
sideration. 

Council Meeting, October 27-28, 1956.—Directed 
that the Committee on Resolutions be discharged 
following the 1957 Annual Meeting and instructed 
the Committee on Arrangements to assume the func- 
tions of this Committee at that time. Authorized 
the Executive Assistant to consider all proposals in 
the matter of a new APA Biographical Directory 
and to approve a contract for its publication. Ap- 
proved Atlantic City, N. J. as the site for the 1960 
Annual Meeting during the second week of May. 
Authorized the Central Inspection Board to ap- 
proach private foundations in the name of the APA 
seeking funds to finance inspections of private 
hospitals and re-inspections of hospitals previously 
approved or conditionally approved, after the de- 
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tails in the matter had been worked out in collabora- 
tion with the Medical Director’s Office. Approved 
in principle the holding of a workshop on the use 
of psychoanalysts in training programs at public 
psychiatric hospitals with the proviso that the neces- 
sary schedule arrangements are completed by the 
Committee on Education in Public Hospitals in col- 
laboration with the Medical Director’s Office and 
funds sufficient to finance such a meeting are raised 
outside the APA, Recommended to the member- 
ship the establishment of the Iowa District Branch. 
Received the statement on desegregation prepared 
by the Committee on Academic Education. Ap- 
proved a recommendation from the Committee on 
International Relations for the translation of out- 
standing foreign psychiatric books into English. 
Approved in principle a recommendation by the 
Public Information Committee that the practice of 
photographing or televising of actual psychiatric 
patients be optional at the discretion of the patient, 
his family, his physician, and the hospital. Approved 
recommendations by the Committee on Veterans 
for two letters over the President’s signature to 
the Veterans Administration suggesting that im- 
mediate consideration be given to bringing VA pro- 
fessional salaries in line with parallel groups in 
non-Federal hospitals and suggesting that considera- 
tion be given to the “turnover rate” as well as the 
average daily patient load in formulating the budget 
for individual VA hospitals. Confirmed the Presi- 
dent’s authority to appoint official APA representa- 
tives to foreign organizations and international 
meetings without expense to the Association. In- 
terpreted its previous policy regarding acceptance 
of APA members into District Branches to mean 
that if a District Branch objects to admitting an 
established APA member who is geographically 
qualified and notifies the Council of its reasons, the 
rejection stands unless the Council takes contrary 
action. Council also indicated that it was taking 
this matter under advisement and would endeavor 
to correct the problem. Approved the employment 
of the Thomas E. Burke and Company firm from 
New York City to audit the APA accounts. Di- 
rected that the membership dues for Dr. Florence 
Nichols should be remitted during the term of her 
work in India. Directed that a communication 
should be sent to the Speaker of the U. S. House of 
Representatives and to the appropriate Congres- 
sional Committee indicating the loss felt by the 
APA due to the death of Representative Percy 
Priest. Recommended to the Assembly the forma- 
tion of a legislative committee in each District 
Branch. Authorized the formation of a Standing 
Committee on Disaster and Civil Defense and as- 
signed it to the Coordinating Committee on Com- 
munity Aspects of Psychiatry. Approved a recom- 
mendation by the Long Term Policy Commission 
that there should be no change at present in the size 
of the Research Committee. Authorized the forma- 
tion of a Standing Committee on Mental Deficiency 
and assigned it to the Coordinating Committee on 
Technical Aspects of Psychiatry. Approved APA 
membership in the National Citizens Committee 


for Support of the World Health Organization and 
directed that the dues should be charged against 
the Council Contingency Fund. Approved a pro- 
posed mental hospital procurement study to be made 
for the Mental Hospital Service by a medical 
marketing research firm and authorized the Medical 
Director to seek outside funds to finance the study. 
Disapproved a Resolution from the Committee on 
Medical Education that residents should not be 
permitted to do private practice until they had com- 
pleted three full years of psychiatric training. 
Authorized the APA to act as a co-sponsor with 
the Psychopharmacology Center of the National 
Institute for Mental Health in a conference on 
psychopharmacology at no expense to the APA. 
Authorized the Committee on Public Health to co- 
sponsor a panel at the November 1956 meeting of 
the American Public Health Association. Approved 
the plan proposed by the Committee on Public 
Health for final disposition of the material com- 
piled in the Committee’s survey on the relationship 
between infectious diseases and mental deficiency. 
Approved a request from the Committee on Private 
Practice to conduct a survey among the APA 
membership on the practice of charging fees to 
doctors and their dependents by distributing a 
questionnaire through the Mail Pouch with the costs 
to be charged to the Committee budget. Recom- 
mended to the membership the rejection of requests 
for the establishment of Sections on Carbon Di- 
oxide Therapy and Group Psychotherapy. Di- 
rected that in accordance with established APA 
policy the JourNAL should not accept for publica- 
tion an announcement regarding the training of psy- 
chotherapists by the American Academy of Psy- 
chotherapists. 

Executive Committee Meetings, January 5 and 
March 9, 1957.—Approved regulations to govern 
the acceptance of gifts, fellowships, awards and 
grants to the APA, presented by the Committee 
on Grants and Awards. Approved recommenda- 
tions by the Committee on Therapy for amplifica- 
tion of the APA Standards for Electro-shock 
Treatment, provided the phraseology was satis- 
factory to the Legal Counsel. Approved a request 
from the Committee on Research for authority to 
publish additional psychiatric research material as 
funds become available. Approved a $300 appropri- 
ation to pay the expenses of a guest speaker to the 
1957 Annual Meeting, on request by the Committee 
on Program, and directed that it should be charged 
to the Annual Meeting expenses. Directed the 
Chairman of the Coordinating Committee on Tech- 
nical Aspects of Psychiatry to review and edit the 
Proceedings of the Philadelphia Regional Research 
Conference prior to publication. Approved a con- 
tract with the Mutual of New York Insurance 
Company to cover personnel retirement and insur- 
ance in accordance with an October 1956 directive 
of the Council. Approved the solicitation of funds 
from appropriate sources to conduct a study on the 
ways in which tranquilizing drugs are affecting the 
use of nursing and other ward personnel in mental 
hospitals. Approved the solicitation of funds from 
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appropriate sources to implement the recommenda- 
tions of the Ad Hoc Committee in Liaison with the 
American Academy of General Practice which were 
approved by the Council in October 1956. Ap- 
proved the solicitation of funds from appropriate 
sources to survey the current quantitative use of 
tranquilizing drugs in mental hospitals, and profes- 
sional judgments of their effect on patients, hospi- 
tal programs, and related matter. Changed the 
schedule for the 1957 fall Committee Meetings to 
October 24-26 in Washington, D. C. Recommended 
that the 1957 fall Council Meeting be scheduled 
on November 22-23 at a site to be determined by 
the Incoming President. (This date has subse- 
quently been changed to November 23-24.) Recom- 
mended to the Council that the Editor of the 
Journac be instructed to publish annually the re- 
ports of the Coordinating Committee Chairman 
which contain summaries of Committee activities, 
and that the Coordinating Committee Chairmen be 
instructed to recommend publication of individual 
Committee reports which seem to merit general 
dissemination. Directed that the Mail Pouch fol- 
low the regulations established for the JourRNAL to 
govern the acceptance of advertising material. 
Recommended to the membership the approval of 
an application from the Greater Miami Society of 
Psychiatry and Neurology for Affiliate Society 
status. Approved the annual presentation of a per- 
sonal gift to the Academic Lecturer at the Mental 
Hospital Institute, with the expense to be charged 
to the Institute budget. Approved in principle the 
scheduling of a Mental Hospital Institute in Canada. 
Directed the Medical Director to review the APA 
arrangement with the Mental Health Materials 
Center and to continue the affiliation on the best 
available terms. Approved co-sponsorship by the 
APA with the National League for Nursing of a 
psychiatric aide teacher-training program as recom- 
mended by the Committee on Psychiatric Nursing. 
Approved the recommendation of the Committee on 
Public Information regarding a proposed public 
relations motion picture on psychiatry and author- 
ized the Committee to proceed with negotiations in 
the matter with the proviso that the film have APA 
sponsorship. Directed that there should be no 
change at the present time in the name of the Com- 
mittee on Legal Aspects of Psychiatry. Directed 
that APA personnel temporarily employed through 
grants should be included in the retirement-insur- 
ance program when they otherwise meet the re- 
quirements established for regular employees. Au- 
thorized the Treasurer to pay the expenses for the 
personnel retirement-insurance program on an an- 
nual basis. Approved the establishment of a lecture- 
ship at Annual Meeting to be known as the Adolf 
Meyer Research Lecture and designated the Com- 
mittee on Research to handle the arrangements. 
Directed that when the Medical Director or others 
authorized through his office make application for 
funds from grants, they should submit to the Execu- 
tive Committee, via the Treasurer, a detailed budget 
and that no expenditures be authorized against 
these funds until the budget has been approved. 


Authorized the amending of several budgets for 
both the 1956-1957 and 1957-1958 budget years with 
funds received from outside the Association. Di- 
rected the Secretary to draft a letter to Mr. Clark- 
son Hill expressing the appreciation of the Council 
for his analysis of the APA business practices. 
Authorized the Medical Director to investigate the 
possibility of the APA’s becoming an additional co- 
sponsor of Mental Health Week. Approved an 
official Certificate of District Branch Status to be 
prepared upon request from such societies, to bear 
the signature of the Secretary, and to be embossed 
with the official Seal of the APA. Approved a Di- 
visional Meeting at Miami Beach, Florida on De- 
cember 1-3, 1958. Empowered the Medical Di- 
rector’s Office to sign an agreement with the U. S. 
Navy to arrange editorial services. Directed the 
Committee on Relations with Psychology to seek 
additional legal advice on the matter of interpreta- 
tion of certification for psychologists. 

Council Meeting, May 11-12 and 16, 1957.—Did 
not approve a request for Affiliate Society status 
from the Association for Advancement of Psycho- 
analysis because the applicant society does not meet 
the requirements of the By-Laws. Directed that 
certification by recognized, duly constituted bodies 
should not be a mandatory requirement for Fel- 
lowship but that such information should be utilized 
along with other data in the determination of the 
general qualifications of applicants. Established an 
Ad Hoc Committee to be comprised of former 
officers of the Association to consider the integration 
of the work of officers with that of the Central 
Office staff and to suggest the prerogatives and gen- 
eral responsibilities of the officers. Directed that 
the Coordinating Committee Chairmen should con- 
stitute an Ad Hoc Committee with a comparable 
group appointed by the Assembly to foster the effi- 
cient growth of the Committee structure of the 
District Branches and the integration of their work 
with that of the general Committee structure of the 
APA. Directed that Ad Hoc Committees should 
be assigned to appropriate Coordinating Committees 
when feasible. Directed that Ad Hoc Committees 
must have been in operation for at least two full 
years before becoming eligible for consideration for 
conversion into Standing Committees. Directed 
that a Committee on Committees comprised of the 
Coordinating Committee Chairmen should be set up 
to evaluate requests for new Committees, to review 
constantly the established Committees, and to main- 
tain a roster of personnel resources which can be 
used by the President in setting up new Committees. 
Approved in principle the reorganization of several 
Central Office programs, which provide services to 
hospitals, into a single administrative division to 
utilize to better advantage the available personnel. 
Approved a renovation plan for the APA Home 
which authorized a total of $172,900 for this purpose. 
Directed that the list of deceased members should 
not be publicly read from the rostrum during the 
Annual Meeting business sessions but should be 
suitably honored by some other means. Authorized 
the formation of a Standing Committee in Liaison 
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with the American Hospital Association and as- 
signed it to the Coordinating Committee on Profes- 
sional Standards. Approved a proposed amendment 
to the Constitution and By-Laws regarding the ad- 
judication of ethical grievances; also approved 
a proposed amendment to the By-Laws dealing with 
the publication of APA election results in the 
JourNAL and directed that both proposals should 
be presented to the membership for consideration 
by mail ballot. Approved a budget for the Confer- 
ence on Volunteers for the 1957-1958 budget year. 
Did not approve a request for establishment of a 
Committee on Social Psychiatry because the Com- 
mittee on Therapy already encompasses this area. 
Authorized the awarding of a certificate to Dr. 
William Menninger in recognition of his continued 
efforts to obtain increased appropriations from 
various State legislatures to finance improvements 
in their respective mental health programs. Re- 
ceived a Resolution from the National Association 
of Private Psychiatric Hospitals regarding the Cen- 
tral Inspection Board. Suggested that the Incom- 
ing President appoint an Ad Hoc Committee to 
review the work and value of the Central Inspection 
Board and to investigate the possibility of its be- 
coming a member of the Joint Commission on Ac- 
creditation of Hospitals. Directed that future con- 
tracts for inspections by the C.I.B. should be ap- 
proved by the Treasurer as adequate to cover the 
projected expenses before they are signed. Author- 
ized publication of the C.I.B.-Joint Commission 
on Accreditation of Hospitals statement regarding 
the dissolution of their agreement for the in- 
spection of psychiatric hospitals by the C.I.B. Ap- 
proved a commendation by the C.I.B. to President 
Braceland for his efforts in obtaining a modification 
of the original statement in this matter which had 
been scheduled for release by the Joint Commission. 
Authorized the negotiation of a 20-year mortgage 
to raise the $100,000 needed as additional funds to 
finance the renovations to the APA Home and au- 
thorized the President, Secretary, and Treasurer 
to negotiate and sign such a mortgage on behalf 
of the Association. Directed an increase of the 
annual membership dues, effective April 1, 1958, to 
$45 for Fellows and to $30 for Members, with the 
dues for Associate Members remaining at $10. 
However, after five years as an Associate Member, 
such dues will automatically be increased to the 
same level as Members. Recommended to the 
membership the establishment of the following Dis- 
trict Branches: Hawaii Psychiatric Society, Illinois 
Psychiatric Society, New York State Capital Dis- 
trict Branch, South Carolina District Branch, 
Western New York Psychiatric Society, and Wis- 
consin Psychiatric Association, Inc. Commended 
Dr. Mathew Ross, retiring Speaker of the Assembly 
of District Branches, for his efforts in stimulating 
the development of the District Branch movement, 
and the vigorous manner in which he conducted the 
affairs of the Assembly during the past year. 
Elected Dr. Francis J. Braceland as Moderator. 
Elected Dr. Braceland and Dr. Howard P. Rome 
to serve on the Executive Committee. Approved 


a new Procedural Code for the Assembly of District 
Branches. Recommended to the membership the ap- 
proval of a revised Constitution for the Connecticut 
District Branch. Changed the name of the Hawaii 
Regional Research Conference to the Hawaii Di- 
visional Meeting. Approved a recommendation from 
the Ad Hoc Committee on District Branch Com- 
mittees which directed the Chairmen of Standing 
Committees which belong to Coordinating Com- 
mittees to keep open and free communication with 
the liaison representatives of the District Branches. 
This was set up as a pilot plan. Directed that no 
action be taken at that time regarding the possibil- 
ity of extending an invitation to hold the next In- 
ternational Congress of Psychiatry in the United 
States in 1961, but indicated that the Executive 
Committee could reconsider the matter. Authorized 
the Committee on Certification of Mental Hospital 
Administrators to seek funds to sponsor a two-day 
conference with the American Hospital Association 
to study the qualifications necessary for mental 
hospital administrators. Interpreted the previous 
action authorizing the Adolf Meyer Research Lec- 
ture at Annual Meetings to mean although the Re- 
search Committee can submit recommendations to 
the Program Committee for the choice of the lec- 
turer, the final decision and authority for the ar- 
rangements rest with the Program Committee. 
Approved the principle embodied in a joint report 
prepared by the Committees on Child Psychiatry 
and Medical Education regarding the desirability of 
incorporating, where feasible, child psychiatry train- 
ing into the preparation of residents in general psy- 
chiatry, but emphasized that the manner in which 
this principle should be applied must be left to the 
individual training centers. Approved a request 
from the Committee on Rehabilitation for a formal 
representation to the proper authority suggesting 
a change of name for the “President’s Committee 
on Employment of the Physically Handicapped” 
which will not specifically exclude the mentally 
handicapped. Authorized the Chairman of the Com- 
mittee on Public Health to serve as the representa- 
tive of the APA on a Technical Committee of the 
Mental Health Section of the American Public 
Health Association. Accepted the reaffirmation of 
the State Surveys Program submitted by the Com- 
mittee on Public Health. Approved a Resolution 
to the Secretary of Defense suggesting that the 
Armed Forces Medicare Program be extended to 
include treatment of mental illness. Approved the 
recommendations of the Incoming President for 
appointments to the Membership Committee. Ap- 
proved the continuance of the following Ad Hoc 
Committees: (1) On Education in Public Hospitals 
in Liaison with the American Psychoanalytic As- 
sociation, assigned to the Coordinating Committee 
on Technical Aspects of Psychiatry; (2) Increas- 
ing Responsibilities of the APA, designated an in- 
dependent Committee; (3) Mental Hospitals, as- 
signed to the Coordinating Committee on Profes- 
sional Standards; (4) In Liaison with the American 
Academy of General Practice, assigned to the Co- 
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ordinating Committee on Professional Standards ; 
and (5) Religion and Psychiatry, assigned to the 
Coordinating Committee on Community Aspects of 
Psychiatry. Authorized the Medical Director to 


The activities of the Association continued to 
expand during this year. 


Total income for the year was.... 658,455.66 
Total expenditures..... $710,133.34 


While this totals an excess of expenditures over 
income of $60,677.68, it includes figures for pay- 
ments on pledges to the building fund, and payments 
on grants, scholarships, and awards from the re- 
stricted funds, neither of which can be legitimately 
considered part of our routine operations. How- 
ever, these two items approximately offset and if we 
correct for them the actual operations show our 
income to be $59,006.88 less than our expenditures. 

The members are perhaps interested in the rea- 
sons for the deficit in this year. The auditor’s report 
is available and I would be glad to show it to any- 
one interested. In summary, the principal reasons 
for the deficit operations are the fact that the Cen- 
tral Inspection Board, which was expected to be ap- 
proximately self supporting, in fact, brought in 
$37,031.75 less than it spent, and the state surveys 
which last year showed a profit, partially due to a 
grant, this year showed expenditures of $37,723.98 
in excess of the income, the deficit offset by carry 
over from the grant of last year. The Mental 
Hospital Service which is usually self supporting, 
this year showed $9,003.26 more expenditure than 
income. The American Journal of Psychiatry which 
eosts more than $100,000 per year to publish and dis- 
tribute produces income making it necessary to 
divert only $27,000 per year from the membership 
dues. Due to a slight increase in size this year 
and a special issue, the JouRNAL account exceeded 
the $27,000 subsidy from the membership account 
by just over $4,000. 

Partially offsetting these operations were de- 
creased expenditures by committees and Council 
and in the Medical Director’s and Executive As- 
sistant’s offices. 

Because our total reserve, excluding the value 
of the building, is only a little more than $100,000 
it is obvious that we must discontinue some ac- 
tivities in the coming year or immediate measures 
must be taken to increase the income of the As- 
sociation. Our present payroll is $259,758.60 per 
year. 


TREASURER’S REPORT: AMERICAN PSYCHIATRIC ASSOCIATION 
May 13, 1957 


sign a contract with a construction firm for the 
renovation of the APA Home. 
MALAmup, M.D., 
Secretary 


During this budget year, starting April 1st, ad- 
ditional expenditures to the Association will be 
made for the retirement and insurance fund for 
the employees. The annual cost to the Association 
will be $17,020. This brings personnel costs to 
$276,778,60 per year, In addition, the French have 
moved from our building and the income from the 
rent on the new home will not be collected during 
this year and we must pay rent for quarters in 
Washington pending the renovation of the building 
so that it can be occupied by the Washington 
offices of the Association. This means that during 
this year the cost of maintenance, insurance and 
taxes of the new home will be added to our usual 
expense for rent in Washington with no offsetting 
income in revenue from rent of the new home. 

The members must give serious thought to de- 
cisions concerning our financial picture which have 
been too long postponed. Our scale of operations 
must be reduced or our sources of income must be 
expanded. In the past year we have used approxi- 
mately one-half of our reserves and the coming 
year will see their total depletion if drastic steps 
are not taken immediately. This information has 
been made known to Council and appropriate steps 
have been taken. 

1. First tighter budget controls that the budget 
committee have recommended for some years have 
been authorized and we will have quarterly audits 
rather than annual audits so that the Treasurer and 
the members can be better informed as to the 
trends of our financial operations. 

2. Some activities are being curtailed. 

3. To help your Association’s income and to help 
you with your income tax deductions, Council has 
increased the dues to the following rates: 


Associate Members: ..$10.00 per year for 5 years. 
Then $30.00 per year. 

Fellows: .....++ per year. 


This new income should greatly help our finan- 
cial situation. 
Jack R. Ewatt, M.D., 
Treasurer 
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AMERICAN PSYCHIATRIC ASSOCIATION STATEMENT OF CONDITION 
MARCH 31, 1957 


ASSETS 


General Fund: 
Cash: 
Checking account 
Custodian account 
Savings accounts 


$111,319.19 
Marketable securities at indicated value (Schedule A-1)—(Book value—$80,423.55)... 110,776.75 


$222,095.94 
Allocated to Special Purpose Funds 
Allocated to Restricted Funds ’ 131.949.47 


Total General Fund $ 90,146.47 
Special Purpose Funds: 
Cash: 
Checking accounts 


Savings accounts 


$ 58,528.04 
Land and building, at cost 107,063.05 
Cash and marketable securities allocated from Gencral Funds (above) 67,080.16 


Total Special Purpose Funds $232,671.25 


Restricted Funds: 
Cash: 
Checking account 
Savings accounts 55,337.59 


$ 55,819.23 

United States Savings Bonds, at redemption value (Principal amount $20,600) 17,736.36 
Cash and marketable securities allocated from General Fund (above) 64,869.31 
Total Restricted Funds $138,424.90 


$461,242.62 
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General Fund: 


$121,391.33 


Restricted Funds: 
Principal balances (Exhibit B) 


* Denotes red figure. 


LIABILITIES AND SURPLUS 


Deduct: Advances to Special Purpose Funds to cover deficit 


Valuation reserve—Marketable 30,353.20 


Special Purpose Funds: 


Accounts payable—American Journal of 

Principal balances (Exhibit B) 
67,520.73* 
Committee on Certification of Mental Hospital Administrators........ 6,956.35 
Hospital Architectural Study—Reserve Fund.......................- 6,312.18 
Mental Hospital Service and Institute... 6,705.17* 


$138,922.61 
Add: Advances from General Funds to cover deficit Principal 


$ 25,517.56 


64,628.91 


$ 90,146.47 


$ 6,633.02 


226,038.23 


Bond-Strecker-Appel Annual Award..........cccccccccccccccccccecs $ 13,275.38 
Conference for In Patient Psychiatric Treatment for Children........ 2,765.18 
6,402.33 
190.87 


Smith, Kline and French Fellowship Fund...................00ee0e005 26,045.61 


$232,671.25 


$138,424.90 
$461,242.62 
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AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 


In conformance with the request of The American 
Psychiatric Association, the American Neurological 
Association, and the American Medical Association, 
we are submitting the following account of the 
activities of the American Board of Psychiatry 
and Neurology, Inc., since the last report to the 
Associations by letter dated March 22, 1956. 

The Board consists at present of the following 
members : 

Appointed by the American Psychiatric Association : 

Dr. David A. Boyd, Jr. (term of office expires 

December, 1959) 
Dr, C. H. Hardin Branch (term of office expires 
December, 1958) 
Dr. Henry W. Brosin (term of office expires 
December, 1957) 
Dr. William Malamud (term of office expires 
December, 1960) 
Appointed by the American Neurological Associa- 
tion: 
Dr. Harvey Bartle, Jr. (term of office expires 
December, 1959) 
Dr. Knox H. Finley (term of office expires De- 
cember, 1957) 
Dr. Francis M. Forster (term of office expires 
December, 1960) 
Dr. Paul I. Yakovlev (term of office expires 
December, 1958) 
Appointed by the American Medical Association: 
Dr. Russell N. DeJong (term of office expires 
December, 1958) 


Dr. L. M. Eaton (term of office expires Decem- 
ber, 1960) 

Dr. Francis J. Gerty (term of office expires De- 
cember, 1959) 

Dr. George N. Raines (term of office expires 
December, 1957) 

At the annual meeting of the Board in Decem- 
ber, 1956, the following officers were elected: 

Dr. George N. Raines, President 

Dr. Paul I. Yakovlev, Vice-President 

Dr. David A. Boyd, Jr., Secretary-Treasurer 

The annual meeting of the Board was held in 
New York City in December, 1956. At this time, 
266 candidates were examined by the Board. Of 
this number, 144 were certified in Psychiatry, 12 
in Neurology and none in Neurology and Psy- 
chiatry. 

When the Board met in New Orleans, La., 
March, 1957, 205 candidates were examined. Of 
this number, the Board certified 115 in Psychiatry 
and 13 in Neurology, and none in Neurology and 
Psychiatry. 

Since its inception, the Board has received 8,261 
applications. Some of these are still under con- 
sideration. The total number of diplomas issued 
by the Board to date is 5,885. Of this number, 
4,524 are certified in Psychiatry 389 in Neurology, 
and 972 in Neurology and Psychiatry. 

Davin A. Boyp, Jr., M. D., 
Secretary-Treasurer 


TO AESCULAPIUS 


With Aesculapius, the physician, 

That cures all sickness, and was Phoebus’ son, 
My Muse makes entry; to whose life gave yield 
Divine Coronis in the Dorian field 

(King Phlegius’ daughter), who much joy on men 
Conferr’d, in dear ease of their irksom pain. 

For which, my salutation, worthy king, 

And vows to thee paid, ever when I sing. 


—HoMER 
(Hymn to Aesculapius, 
George Chapman, trans.) 
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OFFICIAL NOTICE 


AMERICAN PSYCHIATRIC ASSOCIATION 


OFFICIAL BALLOT FOR VOTING ON PROPOSED AMENDMENTS 1958 


Proposition No, 1 

This is a proposal to amend the Constitu- 
tion by giving the Council authority to rep- 
rimand, or admonish a member, or for a 
limited period, suspend him from the privi- 
leges of membership for certain unethical 
practices of behavior. The specific offenses 
are detailed in proposition no. 2. The fol- 
lowing would provide Council with the Con- 
stitutional authority to initiate disciplinary 
action. 

(1) Article VII of the Constitution is 
amended by adding thereto a new section to 
be designated section 9, reading as follows: 

g. Council shall have the power to direct 
the President to admonish or reprimand a 
member whenever such action is authorized 
by a two-thirds vote of the Council, and when 
by a two-thirds vote of the Council such ac- 
tion is determined to be in the best interests 
of the Association. The Council shall have 
power to suspend a member from the privi- 
leges of membership whenever the Council 
by a two-thirds vote determines that such ac- 
tion would be in the best interests of the 
Association. Such suspension, however, shall 
be for a period not in excess of one year, 
and may be for a lesser period. 

Proposition Number 2 

This makes the changes in the by-laws 
necessary to implement proposition 1. It 
would be inconsistent to vote “yes” on propo- 
sition 1 and “no” on proposition 2 or vice 
versa, The changes in the by-laws proposed 
below also spell out the procedure to protect 
the rights of the members concerned. 

(2) ARTICLE III of the By-Laws is 
amended as follows: 

The title of the Article is changed from 
RESIGNATION AND DISMISSAL to 
RESIGNATION AND DISCIPLINARY 
ACTIONS. 

In section 2 of this Article, the first “shall” 
is changed to “may,” so that section 2, as 


amended, opens with the following words: 


“2, The name of any member declared unfit 
for membership by a two-thirds vote of the 
members of the Council present at any an- 
nual meeting of that body may be presented 
by the Council to the Association” . . .(con- 
tinuing as before.) 

The following sections are now added to 
Article III of the By-Laws: 

3. A member may be admonished, repri- 
manded, expelled or suspended from the 
privileges of membership if such action is 
determined and voted by two-thirds of the 
Council; provided Council by a two-thirds 
vote shall determine that such member has 
been engaged in unethical or unprofessional 
conduct, or has wilfully refused to comply 
with resolutions or requests of the Council, 
or brings discredit or dishonor on the Asso- 
ciation or on the practice of psychiatry or if 
he has been convicted of a crime involving 
moral turpitude. 

4. An Ethics Committee is hereby created 
consisting of six Fellows, one or two of 
whom shall be past Presidents of the Asso- 
ciation. The terms of each member shall be 
so adjusted that each year two seats will be- 
come vacant, and in each succeeding year the 
incoming President will appoint members to 
fill the two ensuing vacancies on the Com- 
mittee, 

The President will designate from the 
membership of the Committee a Chairman, 
and the term of the chairman shall be for a 
period of one year. Succeeding Chairmen 
shall likewise be appointed by the President. 
Vacancies developing during the term of any 
member of the Committee will be filled by 
designation of the President who will name 
an ad interim member or Chairman for the 
unexpired portion of the term of each person 
whose seat had become vacant. 

5. All instances of behavior denounced in 
Section 3 of this Article, and reported to the 
Secretary of the Association, will be referred 
by the Secretary to the Ethics Committee. 
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This Committee will investigate such allega- 
tions, hold a hearing or hearings as the Com- 
mittee determines to be necessary, and shall 
thereafter report to the Council, furnishing 
to the Council findings and recommendations 
of the Committee. Each member appearing 
at any hearing of the Ethics Committee un- 
der this Article shall be entitled to be rep- 
resented by counsel, who may be a member 
of the Association or an attorney at law. 

6. Any complaint concerning the behavior 
denounced in Section 3 of this Article shall 
be referred to the Ethics Committee. Any 
person, including any member of this Asso- 
ciation, may make such a complaint. Each 
complaint shall be in writing, and shall be 
signed by the party making the complaint. 
On receipt of a complaint, the Ethics Com- 
mittee shall determine whether the complaint 
is without merit or is frivolous, and if it so 
determines, the complaint shall be filed with- 
out any further action, except to report 
thereon to the Council. On receipt of such 
a report from the Ethics Committee, the 
Council shall have the authority by majority 
vote to determine whether the complaint 
shall be laid on the table or whether to order 
it revived for further study and recommen- 
dations by the Ethics Committee. 

7. If the Ethics Committee, by majority 
vote, determines that a complaint against a 
member warrants further study, or if the 
Council directs it to make such study, the 
Ethics Committee shall fully investigate the 
matter. For this purpose, the resources and 
the offices of the Association will be made 
available to the Ethics Committee. If re- 
quested by the Chairman of the Ethics Com- 
mittee, the appropriate District Branch of 
the Association will assist the Ethics Com- 
mittee in this investigation. At the conclusion 
of its investigation and after hearing, the 
Committee shall make a report to the Coun- 
cil by majority vote, summarizing its find- 
ings and recommendations. Any member 
under investigation is entitled to a thirty-day 
notice in writing, advising him of the nature 
of the charges against him, and advising him 
of the date set by the Ethics Committee of 
a hearing of the complaint. Any member so 
charged and notified is entitled to appear be- 
fore, and to have a hearing by the Ethics 


Committee, and to the right of counsel. Any 
member, if unwilling or unable to travel to 
the place of hearing, is entitled to submit his 
answers to the charges in writing. Any mem- 
ber, if unwilling or unable to travel to the 
place of hearing, on demand in writing ad- 
dressed to the Ethics Committee, is entitled 
to appear before one or more examiners 
designated by the Ethics Committee, who 
need not be members of the Ethics Com- 
mittee. Every examiner, however, shall be a 
Fellow of the Association, who is willing 
and able to go to the place where the member 
requests that his hearing be held. Each 
examiner will report on the facts adduced at 
such a hearing, together with recommenda- 
tions thereon to the Ethics Committee. The 
Ethics Committee is then authorized to take 
action thereon as indicated in the Constitu- 
tion and By-Laws. 

8. Counsel selected by a member to appear 
before the Ethics Committee concerning 
charges against the member will be afforded 
the right to appear personally before the 
Ethics Committee; and if he so desires, is 
entitled to submit briefs on behalf of the 
member so charged. Such briefs are to be 
received and considered by the Ethics Com- 
mittee and by the Council. 

g. The Ethics Committee, if it shall de- 
termine by a two-thirds vote to recommend 
that a member be admonished, reprimanded, 
suspended, or expelled from membership 
in the Association, shall report its findings 
and recommendations to the Council for ac- 
tion. The Council shall receive the report, 
including the findings and recommendations 
of the Ethics Committee, and the Council 
shall have authority to admonish, reprimand, 
suspend, or expel a member from member- 
ship in the Association by a two-thirds vote. 
The Council, if it does not concur in the 
recommendations of the Ethics Committee 
for a reprimand, admonition, suspension, or 
for the expelling of a member, shall, by ma- 
jority vote, determine whether the matter be 
closed without disciplinary action. The Coun- 
cil shall notify the member named in the 
charges of its action. The Council’s action 
will be taken by resolution which shall be 
recorded in its minutes. 


| [ Sept. 
ag 
‘ 
4 


1957] OFFICIAL NOTICE 279 


10. The Minutes of the Council’s meeting 
will show the nature of the complaint, the 
name of the member concerned, the findings 
and recommendation of the Ethics Com- 
mittee, and the final action taken by the 
Council. Unless the member desires it, the 
name of the member will not be included 
in the Council’s open report read at the An- 
nual Meeting of the Association, nor in the 
minutes published in the JOURNAL. Any 


member having a legitimate interest therein 
may inspect the Council’s full minutes at the 
office of the Association. 
Proposition No. 3 

This would remove the requirement that 
the full text of an election be publicly broad- 
cast. 

(3) The last sentence of section 6, Article 
6 of the By-Laws is repealed, and in its 
place the following is inserted : 


The full text of the certificate will be filed in the Secretary’s office for inspection on 
request by any Member or Fellow. The net result of the poll, giving only the names of suc- 
cessful candidates, and the text of successfully passed amendment will be announced at the 
Annual Meeting and published in the JourRNAL. 


MUTABILITY 


What man that sees the ever-whirling wheel 

Of Change, the which all mortal things doth sway, 
But that thereby doth find, and plainly feel, 

How Mutability in them doth play 

Her cruel sports, to many men’s decay? 


VALUES 


Not all the purple pomp of ancient Kings, 
Consuls acclaimed by hosts armipotent, 
Caesars upborne on Victory’s golden wings, 
Augustis girt with war’s paludament, 
Popes at whose feet the prone world tribute flings, 
Are worth one poet’s song, one violet’s scent. 
—Joun Appincton Symonps (1883) 
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COMMENT 


CRIME AND PUNISHMENT 


In the field of criminology there are 4 
major issues of serious concern; I. the 
steady increase in crime, 2. the dispropor- 
tionate increase in the number of youthful 
criminals, 3. the question of capital punish- 
ment, 4. the criteria by which criminal re- 
sponsibility may be tested. As a part of this 
latter issue is the continuing disgrace of the 
“battle of experts.” 

The question of the merits or demerits of 
capital punishment will not be considered 
here, beyond raising the question whether 
opposition to this manner of terminating a 
capital criminal case may not be based some- 
what more on sentimental or metaphysical 
than realistic grounds, perhaps harking back 
also to an echo of a visionary credo “Rever- 
ence for Life.” 

As a bare matter of record it may be 
noted that a bill to abolish capital punish- 
ment passed by the British House of Com- 
mons in 1956 was rejected by the House of 
Lords by a vote of 238 to 95, the largest 
ballot in the upper chamber in many years. 

The Compromise Bill of 1957 approved 
by the British Parliament retains the death 
penalty but restricts it for 5 classes of 
“capital” murder (1. shooting or causing 
explosions, 2. killing police officers, 3. killing 
prison officers, 4. killing during theft, 5. 
killing while resisting arrest), and to re- 
peated killers. The penalty for ‘‘non-capital” 
murders is life imprisonment. (In connec- 
tion with the revised status of the murderer 
in England a newspaper correspondent re- 
ports from Cleckheaton under date of July 
15, 1957, “more than 50 murders in the 16 
weeks since the House of Commons abol- 
ished the death sentence for all but a few 
categories of murder.” Only one killer faced 
the death sentence as his crime happened 
to fall in category 4 above.) 

In 1938 the Labor government in Britain 
attempted to force through a bill to suspend 
imposition of the death sentence for a period 
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of 5 years. The bill was thrown out in the 
House of Lords by a vote of 181 to 28. 

The government of India, where some 
9,000 murders are reported annually, has 
opposed efforts of religious groups, which 
do not countenance the taking of life in any 
form under any conditions, to have the death 
penalty abolished. All the States of India 
save one—the home of the principal Buddhist 
shrine—are against abolition. Bills opposing 
capital punishment have been tabled in both 
Houses. 

In Canada a special committee of the 
House of Commons and Senate, after a 
2-year study, reported to the Parliament in 
July 1956 favoring retention of the death 
penalty. The Attorneys General of all but 
one of the 10 provinces, the exception being 
Saskatchewan, voiced this opinion. 

The question of criminal responsibility has 
been argued for generations. Of late it has 
received renewed attention as a result of the 
test established in the Durham case in the 
District of Columbia, and which seems de- 
ceptively simple and satisfactory. It will 
probably work though, until some fussy 
cross-examiner bears down on the definition 
of “mental illness” which may be about as 
difficult to define as “insanity”; and we re- 
member what Lord Blackburn said about 
that. It may not be unfair to ask whether 
the proponents from time to time, of new 


rules entertain, possibly, the hope that a per- 


fect rule may be achieved. In any case, con- 
sidering the material on which a ruling must 
be made, it is reasonably safe to say that a 
perfect rule has never been, and is not likely 
to be, set up. We must do the best we can. 
Certain approximate criteria were proposed 
114 years ago. They have somehow worked. 
When a procedure works that, according to 


1“T have read every definition which I could meet 
with and never was satisfied with any of them, and 
I have endeavored in vain to make one satisfactory 
to myself. I verily believe it is not in human power 
to do it.” 
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William James—or at least the pragmatic 
side of him—is a pretty fair test of its 
validity, or at least of its usefulness. 

The alarming increase in crime is the 
stigma of our time, and nothing less than a 
national disgrace. J. Edgar Hoover, director 
of the F.B.I. reports (New York Times, 
Apr. 25, 1957) that since 1950 crime has in- 
creased almost four times as fast as the popu- 
lation—crime increase, 43% ; population in- 
crease, 11%. The most disturbing feature 
of the situation is the mounting numbers of 
juvenile crimes and criminals. Mr. Hoover 
states that arrests of juveniles in 1956 in- 
creased 17.3% over 1955, whereas arrests in 
other age groups were only 2.6% higher. 
This does not mean that there was a dispro- 
portionate increase in the number of youthful 
persons in the population ; this increase was 
only about 3%. More than 40% of the 
juveniles arrested during 1956 were under 
15 years of age, the F.B.I. director reported. 
“Juvenile delinquency,” he states, “is a 
product of adult neglect . . . a tragic failure 
of the home, the school, youth organization, 
and, in fact, the entire adult community. . . . 
Far too many mothers and fathers today are 
parents in name only.” Whatever causes 
we may assign, the disconcerting fact is that 
the combined efforts of all the agencies that 
have been active over the years in guiding 
and safeguarding the youthful members of 
society have failed insofar as stemming the 
rising tide of juvenile crime is concerned. 

In a special editorial in the FBI Law En- 
forcement Bulletin, addressed to all law 
enforcement officers, and from which we 
quote with Mr. Hoover’s permission, he 
speaks bluntly and his words require the con- 
sideration of the rest of us as well as of the 
law enforcement officials: 

Are we to stand idly by while fierce young hood- 
lums—too often and too long harbored under the 
glossy misnomer of juvenile delinquents—roam our 


streets and desecrate our communities? If we do, 
America might well witness a resurgence of the 


The medical director of the Veterans Ad- 
ministration deserves a special note of com- 
mendation for recognizing the need to 
modify the new two-thirds/one-third rule 


VETERANS ADMINISTRATION PROGRAM CHANGES 


brutal criminality and mobsterism of a past era. 
Gang-style ferocity—once the evil domain of 
hardened adult criminals—now centers chiefly in 
cliques of teen-age brigands. Their individual and 
gang exploits rival the savagery of the veteran 
desperadoes of bygone days. Recent happenings in 
juvenile crime shatter the illusion that softhearted 
mollycoddling is the answer to this problem. 


Citing a number of instances of atrocious 
youthful crime, Mr. Hoover continues: 


The present appalling youth situations—the crux 
of our crime problem—demands a vigorous new 
appraisal. No longer can we tolerate the “tender 
years” alibi for youthful lawbreaking. This is cer- 
tainly no time for police to be shackled by illogical 
restraints based on unreasoned sympathy for these 
young thugs. Publicizing the names as well as 
crimes for public scrutiny, release of past records 
to appropriate law enforcement officials, and finger- 
printing for future identification are all necessary 
procedures in the war on the flagrant violator, re- 
gardless of age. Local police and citizens have a 
right to know the identities of the potential 
threats to public order within their communities. 

The murder of a Maryland school teacher by a 
14-year-old student last summer illustrates the 
danger of unwarranted secrecy. Described as “ter- 
rible-tempered” and beyond school disciplining, the 
boy was expelled from a North Carolina school 
following a threat to kill his teacher. To avoid 
corrective action, he was quietly sent off to live and 
attend school in Maryland. His violent tendencies, 
kept hidden from both his old and new neighbors, 
erupted in a classroom tragedy six weeks later when 
he put a fatal bullet through the heart of one teacher 
and wounded two others. 

Certainly, reasonable leniency for children com- 
mitting first offences and minor violations is a 
proper consideration. However, the present major 
problem is no longer one of bad children but of 
young criminals. Law enforcement cannot be ad- 
ministered solely according to the yardstick of age. 
Justice must be meted out to each individual crimi- 
nal in such measure and manner as the welfare and 
protection of society demand. 


These are strong words, but they are also 
temperate. May it be that the trends of our 
boasted humanitarian age toward softness 
vis-a-vis crime in general and youthful crime 
in particular, and our adherence to the fetish 
of juvenile irresponsibility, have gone just 
a little too far? 


with regard to psychiatric residents, i.e., 2 
years in a V.A. installation, 1 year in uni- 
versity or other rotations. 

We understand that exceptions to this 
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rule are now recognized as necessary. Such 
rotations, for instance, that include a block 
of time in a neurophysiology laboratory, or in 
a child guidance clinic, are different from the 
usual hospital service for the sick, either 
inpatient or outpatient. 

Speaking for myself, as well as others who 
are heading up psychiatric residency training 
programs, I can say that I have been quite 
concerned over the new ruling in the V.A. 
making it mandatory for a resident in the 
V.A. university training program to spend 
2 years in a V.A. installation and only 1 year 
in university and other training programs. 
If it is true that there are now some excep- 
tions to this rule, that is, stretching the 1 
year, for such block rotations as neurology, 
child psychiatry, etc., then I think Dr. 
Middleton has chosen a highly desirable 
course. 

Furthermore, if it is true that a resident 
may spend more than 1 year in other than 
V.A. stations by rotating part-time, 1, 2, or 
3 afternoons a week while working on a V.A. 
service, then this fact should be made known 
to heads of training programs. While I 
personally believe that nothing less than a 
block of 6 months full time in a child guid- 
ance clinic is of much use to a resident, one 
could profit by 2 or 3 afternoons a week for 
a year in an adult psychiatric or neurological 
outpatient clinic. 

I believe that broadening these regulations 
will do a great deal toward increasing the 
number of applicants for psychiatric resi- 
dency training in the V.A. 

It is most heartening to read in this year’s 
annual report of the number of research 
programs that are being carried on in V.A. 
hospitals, and the number of research posi- 
tions that are being offered. This in itself is 
going to do much to enhance the value of the 
V.A. psychiatric residency training pro- 


grams. This will make the 3-year training 
programs in the V.A. more attractive than 
ever. 

There has been a great hue and cry of late 
to integrate psychiatric training programs, 
meaning that there will be no V.A. residents, 
but only university residents, and the uni- 
versity will rotate the residents where it 
wishes and for only such periods as it wishes, 
so long as each hospital pays for the resident 
while he is there. The same amount of stip- 
end money can naturally buy more residents 
if they spend only 6 months on a V.A. serv- 
ice—as in some integrated programs; but 
most fully approved V.A. psychiatric resi- 
dencies have more to offer a resident than 
that. This may work for surgical and medi- 
cal training programs, but certainly not for 
the average university V.A. psychiatric train- 
ing program where identification with the 
service and continuity of treatment are so 
important for the patients. 

This comment is in no way intended to be 
a criticism of any V.A. training program, 
rather is it the reverse. I feel that V.A. 
hospitals and university medical schools have 
done much to further the training potentiali- 
ties of each other. 

The institutionalized psychiatrist is be- 
coming a thing of the past. Today he must 
be community conscious. The young psy- 
chiartist on State payrolls now is likely to 
spend as much time outside of the institution 
as in, and more and more V.A. hospitals are 
developing true outpatient clinics for the 
treatment of patients and their families from 
the community. 

Raising the standards of training and 
service in our great public institutions, local, 
state, and federal, is a sure way of doing 
a better job of treating the mentally ill of 
America. 


& A. 


The Spirit grows with its allotted Spaces 
The Mind is narrowed in a narrow Sphere 
—From the Mural “Westward the Course of 
Empire Takes its Way” in the Capital, 
Washington, D. C. 
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NEWS AND NOTES 


THe Mepicat AssociaTIoN.— 
The 1t1th General Assembly of The World 
Medical Association will convene in Istanbul, 
Turkey, Sept. 29-Oct. 5, 1957, in the Con- 
ference Hall, Faculty of Science, University 
of Istanbul. 

The theme of the assembly, celebrating 
its first decade of activity, will be: “Soli- 
darity, the Key to Medical Advancement.” 
Program topics will include: 1. The Utiliza- 
tion of the Hospital in Providing Medical 
Care; 2. Protection for the Civilian Medical 
Team in Times of Armed Conflict; 3. The 
Interdependence of the Medical and Pharma- 
ceutical Professions; 4. Medical Editor’s 
Meeting; 5. Scientific Session: “Advance- 
ments in Medical Practice in Turkey.” 

The World Medical Association is the 
only organization at the international top 
level that can represent the opinions of the 
practising doctors of the world. Its current 
membership includes 53 national medical as- 
sociations of the free world, representing 
more than 700,000 doctors. Address of the 
W.M.A.: 10 Columbus Circle, New York 
19, N. Y. 


SOUTHERN REGIONAL COUNCIL ON 
MENTAL HeALtTH.—Mr. Paul Harkey, 
Oklahoma attorney, has been elected chair- 
man of the Southern Regional Council on 
Mental Health Training and Research. 
Elected vice-chairman is Dr. M. A. Taru- 
mianz, state psychiatrist for Delaware. 
Three other council members were elected 
to serve on the executive committee: Dr. 
Mary Carl, University of Maryland School 
of Nursing, Dr. Nicholas Hobbs, George 
Peabody College for Teachers, Nashville, 
Tenn., and Dr. Cyril J. Ruilmann, Tennes- 
see Commissioner of Mental Health. 

The Council was established in 1954 as 
part of the program of the Southern Re- 
gional Education Board. Its purpose is to 
aid states in training more personnel for 
mental health programs and increasing re- 
search in this branch of medicine. Address 
of the Council: 881 Peachtree St., N. E., 
Atlanta 9, Ga. 


Founpation Awarp TO Dr. 
Hocu.—The first annual Samuel Rubin 
Foundation Award was made to Dr. Paul 
H. Hoch, N. Y. State Commissioner of 
Mental Hygiene, for the most important 
contributions in the mental health field in 
1956. The award was made at the an- 
nual dinner of the Postgraduate Center for 
Psychotherapy, Hotel Delmonico, N. Y., 
last June, and presented by Mr. Rubin, 
president of Faberge, Inc. 


Dr. Hunt Heaps Hupson River STATE 
HospitaL.—Dr. Paul Hoch, Commissioner 
of Mental Hygiene, N. Y. State, has an- 
nounced the appointment of Dr. Robert C. 
Hunt as director of Hudson River State 
Hospital. Dr. Hunt is currently director of 
Erie County Community Mental Health 
services and associate clinical professor of 
psychiatry, University of Buffalo School of 
Medicine. The appointment becomes effec- 
tive September 1, 1957. Dr. Hunt succeeds 
the late Dr. O. Arnold Kilpatrick who died 
in March. 

Dr. Hunt has served over 23 years in the 
department. As assistant commissioner for 
nearly 5 years, he headed the division of 
community mental health services since its 
inauguration in 1954. 


Tue AMERICAN NEUROLOGICAL ASSOCIA- 
TION.—At the 82nd annual meeting of The 
American Neurological Association held in 
Atlantic City, N. J., June 17-19, 1957, the 
following officers were elected for the com- 
ing year: president: Israel S. Wechsler; 
president-elect: Bernard J. Alpers ; Ist vice- 
president: Russell N. DeJong; 2nd vice- 
president: Bronson S. secretary- 
treasurer : Charles Rupp; assistant secretary : 
William F. Caveness. 

The 83rd annual meeting of the Associa- 
tion will be held at the Claridge Hotel, Atlan- 
tic City, June 16-18, 1958. 


S.K.F. FouNbATION FELLOwsHiPs.—The 
American Psychiatric Association has an- 
nounced the award of 19 Smith, Kline & 
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French Foundation Fellowships in psychi- 
atry. Thirteen of these enabled medical 
students to participate in psychiatric re- 
search or training programs in the summer, 
and 2 other students programs are just start- 
ing. In all, 34 undergraduates from New 
York State to Washington will participate 
in projects ranging from a study of the 
chemical functionings of the brain to an 
analysis of suicide rates, 

The Smith, Kline & French Foundation 
is the independent philanthropic arm of 
Smith, Kline & French Laboratories, Phila- 
delphia. The Foundation has given The 
American Psychiatric Association a_ total 
grant of $90,000 for the 3 years 1955 
through 1957. The fellowships established 
through this grant are administered by a 
committee named by The American Psychi- 
atric Association. 


Awarp To Dr. SILveERMAN.—Dr. Baruch 
Silverman, director of the Montreal Men- 
tal Hygiene Institute recently received a cita- 
tion and a $1,000 award for his contribution 
to mental health in Canada. The award was 
presented at the annual meeting of the Insti- 
tute. Dr. Margaret Mead, president of the 
World Mental Health Federation was the 
guest speaker at this meeting. 


PosTGRADUATE CourRSE IN PsycHoso- 
MATIC MEDICcCINE.—The department of psy- 
chiatry of the Temple University Medical 
Center is inaugurating a postgraduate course 
in psychosomatic medicine beginning Octo- 
ber 2, 1957. The course will include super- 
vised clinical experience as well as lectures 
and demonstrations, and will run for 20 
Wednesday sessions, supported by a grant 
from the Smith, Kline & French Foundation 
of $3,580. It is open to general practitioners, 
medical or surgical specialists, State hospital 
psychiatrists, as well as psychosomatic spe- 
cialists. 

H. Keith Fischer, M. D., will direct the 
course presented by a group of faculty mem- 
bers headed by Edward Weiss, M. D., and 
O. Spurgeon English, M. D. 


PsycHIATRIC RESEARCH Reports No. 7.— 
The Washington office of the A.P.A. has 
recently issued the 7th in its series of re- 


search reports. The 7th report contains the 
papers delivered at the A.P.A. regional re- 
search conference at McGill University Nov. 
18-19, 1955 and is titled, “Stress; Experi- 
mental Psychology; Child Psychiatry,” and 
edited under the chairmanship of Jacques S. 
Gottlieb and consultant editor Robert A. 
Cleghorn. Orders should be addressed to: 
Psychiatric Research Reports, American 
Psychiatric Association, 1785 Massachusetts 
Avenue, N. W., Washington 6, D. C. 


ACADEMY OF PsycHosoMATIC MeEDbI- 
CINE.—The program of the 4th annual meet- 
ing of The Academy of Psychosomatic 
Medicine to be held October 17-19, 1957, at 
the Morrison Hotel, Chicago, will be de- 
voted to “Psychosomatic Aspects of Ob- 
stetrics, Gynecology, Endocrinology and Dis- 
eases of Metabolism.” The meeting will be 
open to all scientific disciplines, as well as 
psychologists, social workers and nurses. In- 
formation may be obtained from Dr. Wil- 
liam S. Kroger, Secretary, 104 South Michi- 
gan Avenue, Chicago 3, III. 


EasteRN PsyCHIATRIC RESEARCH Asso- 
CIATION.—The program of the second annual 
meeting of the Association is as follows: 

Friday, October 11, 1957, at Kings Park 
State Hospital: Symposium on succinyl- 
choline technics with clinical demonstrations ; 
Symposium on electro-sleep technics with 
clinical demonstrations. 

Saturday, October 12, 1957 at the Wal- 
dorf Astoria Hotel, N.Y.C.: Round Table 
Discussions on the following topics: The 
function of the anesthetist in electroshock- 
therapy; the newer psychiatric drugs; ex- 
perimental investigations ; the usefulness of 
non-convulsive technics, etc. 

Symposium on progress in genetic psy- 
chiatry. 

Award of the R. Thornton Wilson 
$1000.00 Prize on genetic or preventive psy- 
chiatry to the author of the presentation 
adjudged best in the Symposium on prog- 
ress in genetic psychiatry. 

There will be a registration and luncheon 
fee for the Waldorf Astoria Hotel Meeting ; 
but no registration, luncheon or other fee for 
the Kings Park State Hospital Meeting. 

The Meetings are open to all members of 
the medical profession. 
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BOOK REVIEWS 


Crime, Courts AND Propation. By Charles Lionel 
Chute and Marjorie Bell. (Toronto: The 
Macmillan Co., 1956. $4.75.) 


Charles L. Chute was executive director of the 
National Probation and Parole Association for 
many years. He began this book shortly after his 
retirement but died before he could finish it. Miss 
Marjorie Bell, assistant director of the National 
Probation and Parole Association and the editor of 
its magazine, Focus, completed it. Anyone who has 
worked on another’s unfinished manuscript knows 
the difficulties she faced. Miss Bell, however, has 
done an admirable job. The book contains an ex- 
cellent introduction by Roscoe Pound whose interest 
in probation is well known. 

The book is an accurate and gripping history of 
probation and its development. But it is much more 
thar this. Chute’s and Bell’s own views are ex- 
pressed, sometimes vehemently. The book’s opening 
sentence is typical and startling. It might even 
alarm the uninitiated. It reads: “Threading through 
the history of civilization, the trail of pursuit and 
punishment of the law-breaker, is almost as bloody 
as the trail of crimes committed.” 

The first chapter vividly recites the ferocious 
punishments applied, until recently, under the 
Anglo-American systems of criminal sanctions. In 
this connection Chute and Bell note that flogging, 
both of adults and children, under court order in 
England was not finally abolished until 1948, and 
that the whipping post is still legal in Delaware and 
Maryland. The authors point out the often repeated 
truism that severity defeats its own purpose. 

Succeeding chapters deal with the development 
of probation in England and in the United States. 
Early plans for the humanizing of criminal penal- 
ties arose first in England. Systems of recognizance 
and transportation were created. The authors point 
out that individual social treatment of criminals 
was first employed in the cases of children and 
youthful first offenders and that early in the nine- 
teenth century English magistrates themselves ex- 
perimented with a rudimentary probation system 
to avoid sending young and inexperienced offenders 
to prison. Vide, Matthew Davenport Hill, the 
famous Recorder of Birmingham, who in 1841 
employed parents and masters of apprentices as 
probation officers. It was not until 1907 that 
Massachusetts organized the first official probation 
service in the United States. The Massachusetts 
system was studied by Parliament and served as 
the basis for a bill introduced into the House of 
Commons in 1907. 

Crime, Courts and Probation lays emphasis on the 
very able work done by John Augustus, the pio- 
neer in probation work in this country. This re- 
markable man first took under his care only men 
charged with drunkenness. Later he supervised 
both men and women charged with other offenses. 


Augustus’ work was entirely voluntary and carried 
on at his own expense. 

A very considerable portion of the book is de- 
voted to the work of Chute and others in securing 
the enactment of the Federal Probation Act. Any- 
one who has worked with Congress will find these 
chapters intensely interesting. They demonstrate 
Chute’s tenacity when he desired to put a fine idea 
into effect. It is interesting to note that even as 
late as 1919 there were judges who felt that pro- 
bation would detract from the efficiency and majesty 
of the law. But many lawyers and judges were of 
the contrary view and, I am glad to say, did not 
hesitate to lend their support to the enactment of 
the legislation. 

This book is an impressive one. It gives the only 
complete review of the creation of the probation 
systems that the writer has encountered. The work 
is a mine of information, accurately presented. It 
should be in the library of every person who is 
interested in the Anglo-American system of punish- 
ment. The authors have performed a not incon- 
siderable public service. 

Jupce Joun Biccs, Jr., 
U. S. Court of Appeals, 
Philadelphia, Pa. 


MENTAL HeaLtH AND HuMAN RELATIONS IN IN- 
pusTrY. Edited by T. M. Ling. (New York: 
Paul B. Hoeber, Inc., 1955. $6.00.) 


This book is not only intensely interesting and 
stimulating but it is also delightful reading, and 
should be read by everyone who comes in contact 
with management in industry and in the relation- 
ships between people in all categories. Certainly 
all psychiatrists, industrial physicians and person- 
nel officers should be thoroughly familiar with its 
contents. 

Dr. T. A. C. Rennie’s introduction succinctly 
states the meaning of it all: “There can be high 
industrial morale with contentment and happiness 
for both employees and managers and industrial sta- 
bility only when men feel strongly that what they 
are doing is worthwhile and worthy of them, when 
all have a real sense of participation in the total 
task, when there is mutual acceptance of one an- 
other’s contribution to the whole enterprise, and 
when there is congenial and democratic give-and- 
take in all working relationships.” 

Lord Horder points out that in accepting modern 
conditions of work, an individual may submerge 
himself for the good of the unit and in support of 
the total effort. He maintains his individuality 
through his interest in the total scheme of things 
and his participation in the affairs of the com- 
munity. 

T. M. Ling, in beautiful simplicity, explains the 
goal of man’s struggle—“The business of life is 
always to seek the highest and to do the best pos- 
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sible in any situation.” He shows that it is the 
function of a mental health program in industry to 
insure the maximum of collective achievement with 
the minimum of individual stress. 

Ling also covers causation of accident, illness and 
the emotional factors involved, and the responsi- 
bility of management in convalescence and rehabili- 
tation. He indicates that “the program extends be- 
yond medical care to social-economic problems call- 
ing for combined action by the doctor, the personnel 
manager, the industrial psychologist and others.” 

V. W. Wilson thoroughly discusses the need for 
careful selection, thorough training, recognition of 
emotional needs, and the usefulness to every man 
of social relationships on and off the job. He also 
includes matters pertaining to the significance of 
positions, promotions and transfers as related to 
mental health. The need for harmony in top groups 
to engender harmony in sub-groups is apparent, and 
ways of bringing this about are explained. He has 
stressed “the need for careful consideration of the 
individual and the group in achieving efficiency in 
an industrial organization.” 

In discussing environmental factors influencing 
health, H. G. Maule writes of factory and plant 
layout and the importance of adapting machine to 
the functional requirements of man in an effort to 
lessen stress. He also suggests the need for work 
arrangements in such a way that there may be job 
completion not only as a production aid but to es- 
tablish contentment and a sense of satisfaction and 
accomplishment on the part of the worker. 

The responsibility of management for the health 
of employees is discussed by Dr. J. J. O’Dwyer, 
who also stresses the necessity for specially trained 
medical staff, who may then have the ability to 
work well with management and with the worker. 
He places the responsibility for the establishing of 
a healthy mental climate upon the cooperation of 
a health team with administrators and technical ex- 
perts. 

In outlining the obligations and contributions of 
the personnel managers, H. Watton Clark has 
clearly shown that the successful discharge of the 
personnel manager’s responsibility in relation to 
mental health rests to a large extent on the effec- 
tiveness of communication between his department 
and the other departments of the company. The 
keynote is full information and full cooperation all 
along the line. 

Signs of aggression and methods of handling 
these emotional strains are discussed by R. F. Tred- 
gold who suggests substitute channels of release 
such as sports, etc., but more fundamentally indi- 
cates the need for thoughful planning to avoid situa- 
tions and conditions which will bring about ani- 
mosity and arouse antagonism. He also portrays 
the place of the psychiatrist in industry and out- 
lines some of the problems the psychiatrist may 
meet and some of those he may inadvertently create. 
The need for collaboration between the industrialist 
and the psychiatrist is most essential. It is im- 
portant that the psychiatrist indicate clearly what 
he has to offer and in a decidedly practical manner. 
“He must understand the background of industrial 
behavior, the language and conversation of in- 


dustry. . . . He must be able to listen and to dis- 
cuss policies with top management and he must be 
able to walk through the factory and talk easily 
with the workers at the bench. . . . He must learn 
that he may teach. . . . He must handle groups as 
well as individuals.” 

Cases are frequently referred to the industrial 
psychiatrist by other industrial physicians, but it is 
up to the psychiatrist to recognize the patient in his 
work-setting and in his social environment. 

The psychiatrist can contribute in research, in 
treatment, in education, and in selection. The es- 
sential factor is the building up of understanding 
between industry and psychiatry. 

“The object of research in industrial management 
is not always to make it possible to alter the situa- 
tion, though this must be dealt with, but rather 
to alter one’s method of adaptability most effec- 
tively to the situation as it is.” With this observa- 
tion, Dr. James F. Scott broadens the concept of 
research in industry and indicates that those in this 
field should have a clear understanding of manage- 
ment and a clear understanding of the worker, for 
this is a highly specialized field and requires a full 
appreciation of the practice of industrial manage- 
ment. 

The interplay between society and work is in- 
terestingly presented by Dr. T. A. Lloyd Davies, 
who positively states that work is a social habit. 
With this concept many reasons why a man works 
are outlined and discussed. That the selection of 
certain jobs is often based upon social reasons, such 
as because friends are there, demonstrates the need 
for conformity and for group association which 
leads to group interests and eventually establishes 
job standards. 

A. M. Smith has indicated that a job must have 
meaning, and must be worth doing, and that when 
the work is right, the worker will be healthy. 

In summation, T. A. Ling points out that teach- 
ing of human relations in industry should start 
from the top and work down; that the teaching 
should be dynamic with wide use of group discus- 
sions. He presents an interesting review of studies 
now going on in reference to human relations in 
industry throughout the world. 

N. C. Rimmer reviews the implications of this 
book for management. He clearly understands the 
pertinent, significant and practical values that are 
available here. In discussing leadership, he indi- 
cates that a successful manager must like, under- 
stand and accept responsibility for people; develop a 
scientific attitude toward his worker; he must be 
articulate and develop skill in expression appro- 
priate to the occasion. He must also feel personally 
the issues involved. He observes that the teaching 
of mental health in human relations demands the 
practice of good mental health in human relations 
and in the training situation. 

Management is invited by this book to look at 
the “whole man” and to examine the “total situa- 
tion.” It appeals for greater understanding of basic 
human needs and of what exists below the surface 
in interpersonal relationships. 

Batpwin L. Keyes, M.D., 
Philadelphia, Pa. 
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Alan Gregg was the friend of countries 
and institutions and medical scientists around 
the globe wherever the advancement of the 
healing art might serve the needs of man- 
kind. During 20 years as director of the 
medical sciences of the Rockefeller Founda- 
tion he was able by wise counsel and the 
awarding of substantial grants to promote 
medical teaching and research in many lands. 

Only last year he left his New York office 
in the heights of Rockefeller Center, and 
his post as vice-president of the Founda- 
tion and retired to his house in the mountains 
of California. 

Retirement cannot be said to have ended 
his professional career, for the work he initi- 
ated does not stop and the lines of advance 
he charted will continue. 

A native of Colorado Springs, Dr. Gregg 
received his medical degree from Harvard 
and after his intern year and another year 
with the Harvard Medical Unit attached to 
the British Army in World War I, he joined 
the International Health Board of the 
Rockefeller Foundation (1919), with which 
organization he was to devote his profes- 
sional life. 

If ever a man seemed chosen for a spe- 
cific job by the arbiters of fortune, Dr. Gregg 
was the man and this was his job. As di- 
rector of the medical sciences of the Founda- 
tion he had power and the wisdom to use 
that power, and world medicine is the better 
for that collaboration and support. As the 
New York Times comments editorially, 
“Alan Gregg has laid down patterns that 
medical men are likely to follow for a long 
time.” 

In his wide view as medical statesman he 
gave thought to the immediate task that lies 
before the medical and allied sciences, “to 
make use of the immense store of knowl- 
edge accumulated in the past eight decades 
and particularly in the past two or three” 
to insure the better health of all the people. 
He noted the difficulties attendant upon the 
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rising costs of medical and hospital services 
of all kinds and expressed a preference for 
voluntary prepayment plans rather than those 
state ordered and directed. 

Dr. Gregg’s purview included the broad 
field of public health, but in some areas he 
had a special interest. One of these was 
psychiatry. “I am most interested in the 
human side of medicine,” he said. From the 
first he realized that developments in this 
segment of medical science was not on a par 
with those in other segments and that one 
of the reasons was its lack of integration 
into the whole body of medicine. He lent 
his help to the correction of these faults, and 
when on retirement he looked back over the 
years, he could feel that his efforts had in- 
deed contributed materially to the better state 
of affairs that exists today. 

When the centenary of The American 
Psychiatric Association, of which Dr. Gregg 
was an Honorary Fellow, was to be cele- 
brated at the annual meeting in 1944, it was 
recalled that 50 years earlier Weir Mitchell 
had been invited as a non-member of the 
Association to criticize the psychiatry of that 
day—asylum psychiatry. Accordingly it was 
felt that at the 1ooth anniversary a qualified 
critic should again be sought. The choice 
naturally fell upon Alan Gregg. He accepted 
the challenge. He spoke as openly as Weir 
Mitchell had done; and he spoke to a recep- 
tive audience. Much of the betterments he 
then urged have been realized. 

One of his latest contributions—and this 
within the past year—was his sponsorship 
and vigorous support of the Bill which was 
passed in Congress establishing the National 
Library of Medicine in a new building to 
be erected in Washington, thus ensuring suit- 
able housing for this great library, formerly 
the Library of the Surgeon-General, and 
provided for its proper operation and expan- 
sion. 

In November 1956 Dr. Gregg received a 
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special Lasker Award from the American 
Public Health Association, henoring him as 
“exemplar par excellence of the well-being 
of mankind throughout the world, public 
health statesman, influential medical educa- 
tor, wise counsellor and friend.” 


And at its recent Convocation (1957) 


Western Reserve University conferred upon 
Dr. Gregg the degree of Doctor of Science 
with the citation: “a wise counsellor with 
purity of motive, he encouraged and stimu- 
lated those who turned to him for wisdom, 
detachment and broadened perspective.” 

C. B. F. 


KNOWLEDGE AND WISDOM 


Knowledge and wisdom, far from being one, 

Have ofttimes no connection. Knowledge dwells 

In heads replete with thoughts of other men; 
Wisdom in minds attentive to their own. 
Knowledge, a rude unprofitable mass, 

The mere materials with which wisdom guilds, 
Till smooth’d and squared, and fitter to its place, 
Does but encumber whom it seems to enrich. 
Knowledge is proud that he has learned so much; 
Wisdom is humble that he knows no more. 


—WILLIAM 
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withdrawn, apathetic patients 


also can benefit from 
THORAZINE 


Nondisturbed Psychotic Patients 4 
Improved with ‘Thorazine’ Therapy 

Although ‘Thorazine’ is considered specific for 
agitated and hyperactive patients, Rockmore 
1 

et al.’ reported— 
“. .. the greatest improvement [with ‘Thorazine’] 


occurs among those patients who, before treatment, 
were passive, uncommunicative, asocial, and 


unconcerned about their personal appearance.” 


Smith, Kline & French Laboratories, Philade Iphia 
1. Rockmore, L.; Shatin, L., and Funk, I.C.: Psychiat. Quart. 
30:189 (April) 1956. 
*T.M. Reg. ULS. Pat. Off. for chlorpromazine, S.K.F. 
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- TO GET THROUGH TO THE PATIENT 
controls acute psychotic agitation without dulling mental acuity—thus 
_inducing the calm accessibility so essential to psychotherapeutic rapport : ie 

SPARINE is also highly effective in drug addiction and alcoholism for the control of c 
Sparine is a well-tolerated and dependable agent when used according to directions. It may be 
administered intravenously, intramuscularly, or orally. Parenteral use offers (1) minimal injection 
pain; (2) no tissue necrosis at the injection site; (3) potency of 50 mg. per cc.; (4) no need for 
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ANSWERS TO 
THE QUESTION: 


What do you have 
new in Psychiatry? 


PSYCHIATRY IN THEORY AND PRACTICE. 
By Beulah C. Bosselman, Univ. Illinois. 
A suitable text for psychiatric residents 
and psychiatrists preparing for Board Ex- 
aminations, because its presentation of 
therapy is authoritative, up-to-date, and 
complete. Pub. ‘57, 158 pp., Cloth, $4.00 


MENTAL HEALTH ADMINISTRATION. By 
Jack R. Ewalt, Harvard Med. School. It 
illustrates the problems by using detailed 
examples of how one goes about, for ex- 
ample, making budgets, staffing a hospital, 
determining food needs and assigning the 
roles of various professional groups in a 
program, etc. Pub. ‘56, 180 pp., Cloth, 


SIX CHILDREN. By Estelle J. Foote. A 
book for psychiatrists, pediatricians and 
general practitioners putting down clearly 
and in order, the diagnosis toward which 
each unusual characteristic of a child, or 
note in his history pointed. Also suggested 
treatment for each. Pub. ‘56, 332 pp., 
Cloth, $5.50 


THE MENTALLY ILL CHILD: A Guide for 
Parents. By Steven B. Getz, California 
School for the Deaf, Berkeley, and Eliza- 
beth Lodge Rees. Explains to the parents 
the reasons for the many specialized exami- 
nations the child must have to determine 
his basic problem so that appropriate ther- 
apy may be started. Pub. ‘57, 100 pp., 
Cloth, $3.50 


CHARLES C. THOMAS 


CLINICAL APPLICATIONS OF SUGGES- 
TION AND HYPNOSIS. (3rd Ed.) By 
William T. Heron, Univ. Minnesota. ‘‘De- 
signed as a practical handbook with short 
chapters covering suggestion and suggesti- 
bility with general instructions in the pro- 
fessional use of hypnosis, including methods 
of induction, the depth of hypnosis, proper 
selection of patients, and precautions.’’— 
GP. Pub. ‘57, 184 pp., Cloth, $3.75 


CHILD PSYCHIATRY. (3rd Ed.) By Leo 
Kanner, Johns Hopkins Univ. “His greatest 
contribution lies in his sympathetic de- 
scriptions, and his lucid, common-sense de- 
lineation of the problems, both in malad- 
justed children and unhappy parents.’’— 
J. Ment. Sc. Pub. ‘57, 788 pp. (64 x 10), 
Cloth, 9.50 


SPEECH CORRECTION AT HOME. By 
Morris Val Jones, Golden Gate Coll., San 
Francisco, California. FOR PRACTICAL 
USE: Each chapter deals with the speech 
problems which might confront any family. 
Besides giving directions for the care of 
the speech patient, the author summarizes 
briefly his convictions about aspects of 
SPEECH RE-EDUCATION. Pub. ‘56, 160 
pp., 52 il., Cloth, $4.75 


EMOTIONAL HAZARDS IN ANIMALS AND 
MAN. By Howard S. Liddell, Cornel! Univ. 
The author’s long continued investigations 
of conditioning and experimental neurosis 
in animals have led to the identification 
of certain emotional hazards common to 
animal and man. Pub. ‘56, 116 pp. (Amer. 
Lec. Objective Psychiatry), Lexide, $2.50 


PUBLISHER 
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HYPNOGRAPHY: A Study in the Thera- 
peutic Use of Hypnotic Painting. By Ains- 
lie Meares, Melbourne, Australia. De- 
scribes a new technique in the treatment 
of nervous illness; throws new light on the 
highly dynamic nature of the hypnotic state 
and on the process of symbolism. Pub. 
‘57, 324 pp., 385 il., Cloth, about $8.75 


THE PSYCHOLOGIC STUDY OF MAN. By 
John Money, The Johns Hopkins Univ. 
Familiar knowledge in a new radical theo- 
retical setting . . . takes an unorthodox 
point of view concerning motivation . . . 
shows the special significance of the con- 
cepts of information, sign decipherment 
and ego functioning. Pub. ‘57, 224 pp., 
1 it., Price Indefinite 


PRACTICAL PSYCHIATRY FOR INDUS- 
TRIAL PHYSICIANS. By W. Donald Ross, 
Univ. Cincinnati. “The scope of the appli- 
cations of psychiatric principles and meth- 
ods in industrial medicine thus revealed 
comes as an exciting surprise.’‘"—From the 
Foreword by a leader in industrial medi- 
cine. Pub. ‘56, 404 pp., 2 charts, Cloth, 


ALCOHOLISM. Edited by George N. 
Thompson, Univ. Southern California. 
Linked as it is to mental disease, the 
problem of alcoholism is discussed from 
every aspect, and the latest data available 
are discussed by well-known research work- 
ers and writers. Pub. ‘56, 560 pp., 89 il., 
Cloth, $9.50 
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NICOZOL 


hor senile 


From 
CONFUSION 


i NICOZOL relieves mental 
confusion and deterioration, 
mild memory defects and 

\ abnormal behavior patterns 
in the aged. 

NICOZOL therapy will en- 


able your senile patients to 
live fuller, more useful lives. 
Rehabilitation from public 
and privateinstitutions may 
be accomplished for your 
mildly confused patients by 
treatment with the Nicozol 
formula. ! 2 


NICOZOL is supplied in cap- 
sule and elixir forms. Each 
capsule or % teaspoonful 
contains: 


Pentylenetetrazol. .100 mg. 
Nicotinic Acid...... 50 mg. 
1. Levy, S., JAMA., 153:1260, 1953 


2. Thompson, L., Procter R., 
North Carolina M. J., 15:596, 1954 


toa 

NORMAL 

BEHAVIOR 
PATTERN 


WRITE for FREE NICOZOL 


DRUG SPECIALTIES, INC. 
WINSTON-SALEM 1, N. C. 


for professional samples of 
NICOZOL capsules and literature on 
NICOZOL for senile psychoses. 


Sele Distributors in Califernia, The Brown Pharmaceutical Co., Los Angeles 
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can encourage many patients t= 
to resume normal social activity ; 
because it smoothly and subtly 
induces a sense of confidence, 
optimism and well-being. 


A combination of dextro- 
amphetamine sulfate, S.K.F., 


and amobarbital, ‘Dexamyl’ is 
available in Tablets, Elixir, 
and Spansulet capsules; made 
only by Smith, Kline & French 
Laboratories, Philadelphia. 


*T.M. Reg, U.S. Pat. Off. 


+T.M. Reg. U.S. Pat. Off. for 
sustained release capsules, S.K.F. 
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the most unobtrusive 
“assistant’’ you can 
have — and the 


most versatile! 


WALKIE-RECORDALL 


is self-contained . . . battery-powered . . . light in 
weight .. . highly sensitive. It’s rapidly becoming one 
of the necessary working tools of the psychiatrist. 


HERE’S WHY 

Enclosed in its own brief case or operated as a sep- 
arate unit, Walkie-Recordall does all these things: 
starts and stops automatically and silently . . . records 
up to four hours continuously . . . picks up distant 
words as well as those nearby . . . records two-way 
telephone conversations . . . makes a permanent file 
record, 


CATCHES WHISPERS OR SHOUTS — NEAR OR FAR 
Voices nearby, or as much as 60 feet distant from 
Walkie-Recordall, are recorded perfectly . . . even with 
the briefcase closed! Automatic Voice Equalizer assures 
equal volume for every spoken word. And outside noises 
such as typewriters, air conditioners, traffic and street 
sounds — all are automatically screened out! Walkie- 
Recordall is the only unit completely satisfactory for 
recording conferetices, lectures, discreet interviews and 
dictation — all equally well. 


IT’S A HIDDEN ASSISTANT 

Unobtrusively takes down a patient’s every word and 
intonation. Ideal for group therapy — it’s used undetected, 
with no obvious microphone to restrain patients from 
speaking freely. Many more uses for psychiatrists, impos- 
sible to list 


MILES Reproducer Company, Inc., 812 Bway, N. Y. 3, N.Y. 


OPTIONAL VOICE START AND STOP 

Exclusive feature means that with Walkie-Recordall 
placed out of sight, there’s no need to start it beforehand 
and have it run during silent periods. Recording starts 
when patient or doctor speaks. During a long pause, 
Walkie-Recordall halts—and waits until words are spoken 
again. This optional feature may be disconnected at will 
for manual operation. 


LIGHT AND PORTABLE 


The Walkie-Recordall briefcase unit (upper right) weighs 
only nine pounds complete with batteries. Take it to the 
hospital for bedside interviews. Use it in your office. 
Carry it with you to conventions, conferences, lectures. 
Record while traveling — in car, plane, or train... even 
while walking! 


CHECK INTO IT NOW! 


While you're thinking about it, fill out the coupon below 
a mail it in. We'll send detailed information with price 
ists. 


Please send me complete information and price list 
on the Walkie-Recordall. 


.. ZONE. 


PROFESSION 


Mail this coupon to: 
MILES Reproducer Company, Inc. Dept. A-3 
812 Broadway, New York 3, N. Y. 
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RENQUEL improves behavior, 


may eliminate or decrease hal- 


lucinations and delusions, in an 


appreciable number of mentally ill 


patients.’ FRENQUELIs “...singularly 


without side effects:”* Its great safety" 


and dramatic results in many cases, 


, strongly recommend FRENQUEL as 


initial therapy wherever dissocia- 


tion is a component of the disease. 


Rz information 
FRENQUEL facilitates psychotherapy, 
improves the ward picture. Generally 
24 hours or more must elapse before 
clinical improvement is evident. The 
unusual safety of FRENQUEL permits 
prolonged maintenance therapy. A 
study involving 1,238 patients’ re- 
vealed FRENQUEL to be particularly de- 
void of side effects: No Parkinsonism, 
no jaundice, no hypotension, no de- 
pression, no G. I. symptoms, no dizzi- 
ness. When FRENQUEL is discontinued, 
prodromal symptoms may recur. Ad- 
junctively in electroconvulsive thera- 
py, FRENQUEL may help reduce the re- 
quired number of treatments. For 
emergency treatment or initial thera- 
py, FRENQUEL is available for intrave- 
nous injection. 
References: |. Rinaldi, F.; Rudy, L. H., and Him- 
wich, H. E.: Am. J. Psych. 112:343, 1955. 2. Browne, 
N. L. M.: J. Nerv. & Ment. Dis. 123:130, 1956. 
3. Coots, E. A., and Gray, R. W.: Nebraska St. 
M. J. 41:460, 1956. 4. Cohen, S., and Parlour, R. R.: 
J.A.M.A. 162:948, 1956. 5. Feldman, P. E.: Am. J. 


Psych. 113:589, 1957. 6. Bowes, H. A.: Am. J. Psych. 
113:530, 1956. 


Indications : Acute schizophrenia, 
postoperative confusion, alcoholic psy- 
chosis, senile psychosis, other mental 
disorders characterized by dissociation 
or confusion. 


Composition: FRENQUEL (azacy- 
clonol) Hydrochloride is alpha-(4-pi- 
peridyl) benzhydrol hydrochloride. 


Dosage: Tablets — initially 100 mg. 
t.i.d. When symptoms are controlled, 
reduce to 20 mg. t.i.d. maintenance 
dose. Injection — 100 mg. (20 cc.) 
every eight hours intravenously for 1 
to 7 days. 


Supplied : Tablets—20 mg. and 100 
mg. in bottles of 100 and 1,000. 


Injection—20 cc. ampuls containing 
100 mg. FRENQUEL. Supplied as single 
ampuls and in a hospital packer of 5. 


FRENQUEL Professional Informati 
available upon request. 


Merrell 


SINCE 18628 


THE WM. S. MERRELL COMPANY 
New York - CINCINNATI! St. Thomas, Ontario 
Another Exclusive Product of Original Merrell Research 


TRADEMARK: FRENQUEL® 
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Only a short while ago 
withdrawn and angry at the 
world, now social and alert 
once more. Her schoolwork had 
dropped off alarmingly, she 
became morose, unkempt and 
shunned her fellow students. 
Because of these symptoms 

of mental disease or difficulties, 
Pacatal was instituted: 25 mg. t.i.d. 
Pacatal therapy saved this girl 
from a more serious breakdown. 


“You wouldwt have recognized Nancy” 


For patients on the brink 
of psychoses, Pacatal provides 
more than tranquilization. 
Pacatal has a ‘normalizing’ 
action; i.e., patients think 
and respond emotionally in 
a more normal manner. To 
the self-absorbed patient, 
Pucatal restores the warmth 
of human fellowship... 
brings order and clarity to 
muddled thoughts... 

helps querulous older 

people return to the circle 
of family and friends, 


Pacatal in contrast 
to earlier phenothiazine 
compounds and other 
tranquilizers, does not 
“flatten” the patient. 
Rather, he remains alert and more 
responsive to your counselling. But, like 
all phenothiazines, Pacatal should not be 
used for the minor worries of everyday life. 


Pacatal has shown fewer side effects 
than the earlier drugs; its major benefits 

far outweigh occasional transitory reactions. 
Complete dosage instruetions (available on 
request) should be consulted. 


Supplied: 25 and 50 mg. tablets in bottles of 
100 and 500. Also available in 2 cc. ampuls 
25 mg./ce.) for parenteral use. 


back from the brink with 


Pacatal 


Brand of mepazine 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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the most advanced unidirectional current 
instrument for all established techniques 


REITER MODEL RC-47D 


GREATLY MINIMIZES CONFUSION 


The means to significantly minimize confusion is provided for in 
the versatile Model RC-47D. Patients are quiet and usually capable 
of returning to work following treatment. Fear of further treatment 
is greatly relieved in most patients. Efficiency of current increased. 
One knob control. Automatic safeguards assure an amazing reduc- 
tion of thrust and apnea: The patient is often breathing before the 
completion of the seizure. Extremely rugged, the RC-47D withstands 
very long periods of use all the while maintaining the accuracy 
_ vital to delicate work within the brain. Patients resistant to all 
other electroshock, insulin and lobotomy forms of therapy have 
been successfully treated by modalities contained in Model RC-47D. 


MODEL RC-47D PROVIDES FOR: 
e CONVULSIVE THERAPY—full range 
e NON-CONVULSIVE THERAPIES e ELECTRO-SLEEP THERAPY 
e FOCAL TREATMENT——wnilateral and bilateral 
e MONO-POLAR TREATMENT—20n-convulsive or convulsive 
¢ BARBITURATE COMA and other respiratory problems 


ONLY REITER, THE ORIGINAL UNIDIRECTIONAL CURRENT 
ELECTROSTIMULATORS, ARE AUTHENTICALLY BACKED 
ay EATEN SIVE EXP EE WITH OVER 200 


REUBEN REITER, Se.D. 
64 WEST 48th STREET, NEW YORK 36, N. Y., ROOM 701 
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MENTAL DEPRESSIONS 
AND THEIR TREATMENT 


by Samuel Henry Kraines, M.D. 
Diplomate, American Board of Neurology and 
Psychiatry; formerly Clinical Assistant Professor 
of Psychiatry, University of Illinois College of 
Medicine 


e A new theory of the Manic-Depressive IIl- 
ness emphasizing constitutional factors. 


e A new concept of the nature, characteristic 
phases, and fluctuations of the manic-depres- 
sive curve that permits prognostication and 
determines the character of the therapy 


e A comprehensive description of manic-de- 
pressive symptoms, their onset, course, termi- 
nation, and treatment 


e A differentiation between the neuroses and 
the psychoses—between physiogenic and psy- 
chogenic symptoms 


e A theory of the etiology and site of the physi- 
cal pathology of the Manic-Depressive Illness 


e A formulation of the basic nature of psy- 
chotherapy as well as a thorough discussion 
of physical therapies 


This book is more than a statement of 
new psychiatric theory. It is a clinical text that 
belongs on the “required reading” list of every 
psychiatrist, student of psychiatry, internist, 
and general practitioner. 


1957 555 pages $8.00 


Be sure to read Dr. Kraines’ paper in this issue. 


60 FIFTH AVENUE + NEW YORK 11, N.Y. 
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In a quiet house in Lynn, Massachusetts, in 
1889, an old woman lay waiting for death. 
“Well,” she said in amused wonder, “‘if this is 
dying, there is nothing very unpleasant about 
it.” And the book closed for one of the most 
remarkable of the many remarkable women 
America has produced. 

Her story began on a night very long ago 
when, as a Quaker girl in Nantucket, Maria 
Mitchell discovered a comet—and got a gold 
medal worth 20 ducats from the Danish King. 

Overnight she became a celebrity. But many 
people, wedded to the popular notion of woman 
as a “household ornament,” regarded Maria as 
an unwelcome phenomenon and her discovery 
as only an accident. 

That was because they didn’t know Maria 
Mitchell. At 12 she could regulate a ship's 
chronometer; at 17 she understood Bowditch’s 
“Practical Navigator” and was studying science 
in self-taught French, German and Latin. In 
time she would become the first woman mem- 
ber of the American Academy of Arts and 


NLADYLIKE 
or Maria 


Sciences, the first woman astronomy professor 
—in Matthew Vassar’s Female College—and a 
member forever of New York University’s 
Hall of Fame. 

Moreover, all her adult life she was to work 
with growing success in the crusade to make 
American women free. 

No one these days would question the rewards 
of Maria Mitchell’s crusade. Women today en- 
rich every level of public life. And, in family 
life, they guard financial security two times out 
of three. One reason, probably, why their fami- 
lies have more than $40,000,000,000 saved—in 
guaranteed-safe United States Savings Bonds. 

Women know there is no safer way to save. 
Trust them. Through Payroll Savings or at 
your bank, start your Bond program, too. Today. 
Now Savings Bonds are better than ever! 
Every Series E Bond purchased since February 1, 
1957, pays 3'4% interest when held to maturity. 
It earns higher interest in the early years than 
ever before, and matures in only 8 years and 11 
months. Hold your old E Bonds, too. They earn 
more as they get older. 


PART OF EVERY AMERICAN’S SAVINGS BELONGS IN U.S. SAVINGS BONDS 


The U. S. Government does not pay for this advertisement. It is donated by this publication in co- 
operation with the Advertising Council and the Magazine Publishers of America. 
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PROFESSIONAL CARE 
FOR THE 
EXCEPTIONAL CHILD 


Five hundred retarded and slow-learning chil- 
dren receive specialized, individual care and 
treatment at the Training School at Vineland, 
N. J. A carefully-selected medical, dental, psy- 
chiatric and psychological staff provides for 
their welfare. Boys and girls two years of age 
and up with the mental potential of six years 
are accepted. They live in small groups in at- 
tractive cottages. They work and play with 
children at their own level and are encouraged 
to develop to their full potential. 

The Training School has been a center for 
continual research into the causes, prevention 
and treatment of mental retardation for more 
than 69 years. The beautiful 1600-acre estate 
is located in southern New Jersey near the sea- 
shore. 24-hour medical and dental care is pro- 
vided in a well-equipped 40-bed hospital. 


For information write: Registrar, Box N. 


THE TRAINING SCHOOL 
AT VINELAND, NEW JERSEY 


THE BROWN 
SCHOOLS 
FOR EXCEPTIONAL CHILDREN 


The Brown Schools, operated since 1940, has facilities 
for the residential treatment of emotionally disturbed 
children and the training and education of exceptional 
children of all ages. Specialists on our staff in psychiatry, 
psychology, medicine, social work, speech pathology, and 
special education assure a well-rounded approach to the 
problems of the exceptional child. With seven different 
units, located in Austin and San Marcos, Texas, it is pos- 
sible for each child to be placed in the group best suited 
to his age, ability, development and social adjustment. Each 
student’s program is fitted to his individual needs and abili- 
ties and includes the regular academic subjects as well as 
electives and vocational training where indicated. Classes 
are held on the grounds but use is also made of the local 
public schools. The children enjoy a full social and recrea- 
tional schedule with weekly parties, off-campus trips, and 
participation in regular Boy Scout and Giri Scout work. 
During the summer there is continued academic training 
given when indicated, combined with a camp recreational 
program. A friendly, informal atmosphere characterizes the 
student’s life at school and each child is given individual 
attention and guidance to heip him achieve a happy and 
useful life. 


FOR INFORMATION WRITE 


Nova Lee Dearing, Registrar 
Post Office Box 4008, Austin, Texas 
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Keep and protect your Journals in this new 
VOLUME FILE CASE 


ATTRACTIVE 

INEXPENSIVE 

SERVICEABLE 

Note new price: $2.50 each: 
3 for $7.00 

Please add 25 cents postage for each 


file ordered 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 Avenue of the Americas 
New York 20. N. Y. 


WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 
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| want to say 


and 
MATTRESSES 


are just 


wonderful 
Loery Hospital 
‘ould 


We nurses and attendants save a tremendous amount of time and 
are relieved of a lot of hard work by having them. 


They are quickly cleaned with soap and water, and can be wiped 
dry for immediate re-use. 


They eliminate changing a patient from one bed to another at 
night or replacing the soiled mattress with a new one. 


So far these mattresses have outlasted six to eight ordinary 
mattresses. 


We do not have to bother with rubber sheets or plastic covers, 
which is a big saving. 


Syko and Syko-ette Mattresses are waterproof. 


They are fire-resistant and impervious to body fluids, disin- 
fectants and deodorants. 


They are comfortably soft, with smooth top—no buttons, and 
level support—patients can be turned or moved easily. 


_ WILL PROVE 


Fill in the coupon right now fo 
additional information. 


THE BALYEAT COMPANY, DEPT. JP-97, 

481 North Main St., Mansfield, Ohio 

Please send me complete information on SYKO and SYKO- 
ETTE Mattresses. 

Name 

Cy... 


A 30 DAY TRIAL 


THESE FACTS 


r 
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ANNOUNCING 


MODEL 109 
ELECTRONARCOSIS INSTRUMENT 


After the introduction of our model 108 in 1951, 
many minor, annual improvements were made in these 
instruments. 

Model 109, although essentially the same instrument, 
incorporating every improvement made during the long 
and successful history of the model 108, has desirable 
longevity improvements, and other additions and changes 
made to comply with the suggestions of an official test- 
ing laboratory, and to secure its seal of approval. 

We know of no other shock or electronarcosis instru- 
ment that carries an official seal of approval. We have 
searched the U.L. catalogs and made inquiry of other 
equivalent testing laboratories and have found none. 

Owners of our mode! 108 instruments may have these 
mode! 109 changes and additions made in our shop. A 
thirty-month guarantee is given on reworked instruments. 

We are filling current orders with model 109. No 
change in price. 


Electronicraft Company 


410 Douglas Building 

257 South Spring Street 

Los Angeles 12, California 
Tel: MAdison 5-1693, 5-1694 
Cable address: Glissando 


ATTENTION 


Extension of the reduced subscription rate 
of $5.00 (less than one-half the regular rate) 
for the AMERICAN JOURNAL OF PSY- 
CHIATRY has been authorized to include 
medical students; junior and senior internes; 
first, second, and third year residents in 
training; and graduate students in psychol- 
ogy, psychiatric nursing, and psychiatric so- 


cial work. 


In placing your order, please indicate 
issue with which subscription is to start. 


Send subscriptions to: 


THE AMERICAN JOURNAL OF 
PSYCHIATRY 


1270 AveNUE OF THE AMERICAS 
New Yorx 20, New Yore 
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THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


‘The Anderson School is a co-educational, residential school, with elementary, junior and senior 
high school, and a postgraduate program. The school is accredited by the New York State 
Department of Education, and a majority of its graduates regularly enter college or junior college. 
It is psychiatrically oriented and is well equipped with the most modern methods and procedures, 
not only in academic, recreational and modern school environment fields, but particularly in per- 
sonnel and jpeaence of each individual student. A full-time psychiatrist and psychologist are in 
residence. ur work emphasizes a much wider concept of student — and growth than is 
conceived of in present-day education. Educating the student as a person, adjusting and maturing 
his personality is a primary aim. 


V. V. Anperson, M.D., LL. D., Director 


For further information write to 
Lewis H. Gace, Headmaster 


84 miles from New York City Telephone: TUrner 9-3571 


Child Psychiatry Service 


THE MENNINGER CLINIC 


THE SOUTHARD SCHOOL THE CHILDREN’S CLINIC 


A residential school for elementary Outpatient psychiatric and neurologic 
grade children with emotional and evaluation of infants and children to 
behavior problems. eighteen years. 


J. COTTER HIRSCHBERG, M.D., Director Topeka, Kansas; Telephone 3-6494 


The BRETT SCHOOL 
DINGMANS FERRY, PENNSYLVANIA 


In the Foothills of the Poconos 


Intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere. 
Close cooperation with family physician. 70 miles from 
New York City. 


Telephone Dingmans Ferry 8138 References 


Directors: Frances M. King, formerly Director of the Seguin School 
Catherine Allen Brett, A. 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 19 

1270 AVENUF OF THE AMERICAS, RooM 310 Date 
New York 20, New Yor«k 

Enclosed herewith is $ for one year’s subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume Number 


NAME 
Print 


ADDRESS 
SIGNATURE 
Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. Canada and South 


America Postage $.50 extra. New Volume began July 1957 issue. 
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,@ Modern Treatment Facilities @ Psychotherapy Em- 
phasized @ Large Trained Staff @ Individual Attention 
@ Capacity Limited @ Occupational and Hobby 
“@@.. Therapy @ Supervised Sports @ Religious Services 


Ole... 


ema Your patients spend many hours daily in healthful out- 


] door recreation, reviving normal interests ond stimu- 
lating better appetites and stronger bodies... all on 
J | Florida’s Sunny West Coast. 
4 Rates Include All Services and Accommodations 
—~ Brochure and Rates Available te Doctors and Institutiens 
A MODERN HOSPITAL FOR Medical Director SAMUEL G. HIBBS, M.D. 
EMOTIONAL READJUSTMENT Medica! Direc ver Ho WELLBORN, JR. M.D | 
PETER J. SPOTO MD. ZACK RUSS, JR. M.D 
TARPON SPRINGS e FLORIDA AMUEL c. in Psychiatry 
WARSON, M.D. _ ROGER E. 
ON THE GULF OF MEXICO WALTER H. BAILEY. M_D. | 


HALL-BROOKE 


An Aédive Treatment Hospital 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 

A high ratio of staff to patients. 

Large occupational therapy building with a trained staff offers 
complete facilities for crafts, arts and recreation. Full program of 
outdoor activities. 

Each patient is under constant, daily psychiatric and medical 
supervision. 

Located one hour from New York on 120 acres of Connecticut 
countryside. 


HALL-BROOKE | 
Greens Farms, Box 31, Conn., Tel.: Westport, CApital 7-5105 

George S. Hughes, M.D. Robert Isenman, M.D. 
leo H. Berman, M.D. John D. Marshall, Jr., M.D. 
Alfred Berl, M.D. Peter P. Barbara, Ph.D. : 
Louis J. Micheels, M.D. Heide F. and Samuel Bernard, Administration é : 

i 


New York Office: 46 E. 73rd St., New York, N. Y., LEhigh 5-5155 


XXXI 


20° 
sUN>" 4 ; 
N \ 4 


THE COYNE CAMPBELL SANITARIUM* 


NORTHEAST TWENTY-THIRD STREET AND SPENCER ROAD 
OKLAHOMA City, OKLAHOMA GA 7-2441 


STAFF 
A. A. HELLAMs, M.D. MoorMaAN P. Prosser, M. D. 
Cuas. E. Leonarp, M. D. HAROLD G. SLEEPER, M.D. 
CHAS. F. OBERMANN, M.D. CuHas. A. SmiTH, M.D. 


(And open to other psychiatrists) 


Certified by the American Board of Psychiatry and Neurology 


* Owned and operated by the JacK BARTHOLD 
Oklahoma Medical Research Foundation Hospital Administrator 


Founded in 1904 


HIGHLAND HOsPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 

Smoky Mountain Range of Western North Carolina, affording excep- 

tional opportunity for physical and nervous rehabilitation. 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care. 
R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Medical Director Associate Medical Director 
JOHN D. PATTON, M.D. 
Clinical Director 
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HIGH POINT HOSPITAL 


Port Chester, New York 
WEstmore 9-4420 


Ratio of one active psychiatrist for every four to five patients; each patient receives 
absolute minimum of three hours of psychoanalytic psychotherapy per week; highly 
individualized management, shock and drug therapies used adjunctively; therapy 
given by senior psychoanalysts, and resident psychiatrists under immediate super- 
vision of the Director; staff of medical consultants; near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 


Rag Consultants Associate Consultants 
Rutu Fox, M.D 


STEPHEN Jewett, M.D. .D. 
WILLIAM SILVERBERG, M.D., F.A.P.A. L. Crovis Hraninc, M.D. 


Clinical Director Director of Research 
Mervyn Scnacnt, M.D., F.A.P.A. SterpHen W. Kempster, M.D. 


Resident Psychiatrists 
Frank G. D’E M.D. Epwin L. Rasiner, M.D. 


Assistant Medical Director 
J. SILverserG, M.D. 


ENRIQUE MARTINEZ, M.D. 


Junius ATKEINs, M.D. 


Research Consultant Psychologists 


Morton F. Retser, M.D., F.A.P.A. LEATRICE Styrt SCHACHT, M.A. 
MILDRED SHERWOOD LERNER, M.A. 
ASSOCIATE PSYCHIATRISTS 
Leonagp C. Frank, M.D. 


CONSULTANTS 


Giss, M.D., F. .: C.S., Gynecology 
J. Massucco, M.D., ACS. Surgery Srtvia L. Gewnis, M.D. 
J. Ropman, M_D., FOC "Internal Medicine GOLD, D., F.A.P.A. 
NATHANIEL J. SCHWARTZ, A.C.P., Internal Medicine L. M.D., F.A.P.A 
Simon H. 


Irvine J GRALNICK, D.DS., Dentistry 


Westhrook Sanatorium 


Staff PAUL V. ANDERSON, M.D., President 
REX BLANKINSHIP, M.D., Medical Director 


JOUN R. SAUNDERS, M.D., Assistant 
in- Medical Director 


THOMAS F. COATES, M.D., Associate 


A private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures—electro shock, 
sulin, psychotherapy, occupational 
JAMES K. HALL, JR., M.D., Associ 

and recreational therapy —for nervous 

3 . CHARLES A. PEACHEER, JR., M.S., Clinical 
and mental disorders and problems of Psychologist nee 
addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P. O. Box 1514 - Phone 5-3245 
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SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 
Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of 


psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 
Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 
Harry C. SoLomon, M.D. GeorGeE M. SCHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 
MElrose 4-8828 
For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. James Brapy, M.D., Medical Director 
C. F. Rice, Superintendent 
Francis A. O'DONNELL, M.D. GeorGce E. Scott, M.D. 
THomas J. Huriey, M.D. Ropert W. Davis, M.D. 


BRIGHAM HALL HOSPITAL 


CANANDAIGUA, NEW YORK 
FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


W. Roy vanAllen, M.D. 
Physician in Charge 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 


12,101 COLUMBIA PIKE, SILVER SPRING, MD. 
HEmlock 4-0200 


Nine miles from Washington, D. C.—JIn rural Maryland 
Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 


Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


H. E. Andren, M. D. —" 
Medical Director Member of N. A. P. P. H. 
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COMPTON SANITARIUM 


820 WEST COMPTON BOULEVARD 


COMPTON, CALIFORNIA 


and its Psychiatric Day Hospital facility 


BEVERLY DAY CENTER 
9256 Beverly Boulevard 
Beverly Hills, California 


High Standards of Psychiatric Treatment .... Serving the Los Angeles Area 


G. Creswe_t Burns, M.D. 
Medical Director 


Heten Ristow 
Assistant Medical Director 


Burns, M.D. 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 


Oscar Rozett, M. D., 
Medical Director 


PROBLEMS 
20 MILES FROM NEW YORK CITY 


IN NEUROPSYCHIATRY 
TELEPHONE CRestview 7-0143 


THOMAS P. Prout, Jr. 
Administrator 


Established 
1889 


CENTRAL VALLEY, N. Y. 


FALKIRK IN THE RAMAPOS 


TELEPHONE: 


WABASH 8-2256 


A private hospital devoted to the individual care of psychiatric patients. 


Falkirk provides a twenty-four hour admission service for acute psychiatric prob- 
lems. Out-patient facilities are available for suitable cases. 


service is maintained. 


Members of the medical profession are invited to visit the hospital and inspect the 


available services. 
Located 2 miles north of the Harriman Exit N. Y. State Thruway 


T. W. NEUMANN, SR., M. D., 
Physician in Charge 


50 miles from 


PERCEY E. RYBERG, M. D., 
Clinical Director 


A continued treatment 


T. W. NEUMANN, JR., M. D., 


Physician in Charge 


M. O. Wo Fe, M.D. 
Director of Psychotherapy 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


RaLpu S. GREEN, M.D. 
Clinical Director 


A psychoanalytically-oriented hospital for the 
treatment of mental 


Telephone: OLive 1-9441 


and emotional 


GRAHAM 
Ma 


illnesses. 


SHINNICK 
nager 
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INSTITUTE OF PSYCHOTHERAPY 


KINGSTON, ONTARIO, CANADA 
Liberty 6-3116 


A LICENSED HOSPITAL FOR THE TREATMENT OF NERVOUS AILMENTS 
PSYCHONEUROSES, PERSONALITY DISORDERS, 
SELECTED ADDICTIONS 


DYNAMIC PSYCHOTHERAPY WITH PHYSICAL THERAPY ADJUNCTS 
DAY HOSPITAL AND OUTPATIENT SERVICES 


Brochure on Request GeorceE D. Scott, M.D., Director 


RING SANATORIUM 
EIGHT MILES FROM BOSTON 
Founded 1879 
For the study, care, and treatment of emotional, mental, personality, and habit disorders. 


On a foundation of dynamic psychotherapy all other recognized therapies are used as 
indicated. 


Cottage accommodations meet varied individual needs. Limited facilities for the continued 
care of progressive disorders requiring medical, psychiatric, or neurological supervision. 

Full resident and associate staff. Courtesy privileges to qualified physicians. 
BENJAMIN SIMON, M. D., Director Cuarces E. Wuite, M.D., Assistant Director 
Arlington Heights, Massachusetts MIssion 8-0081 


RIVER CREST SANITARIUM 
NEW YORK CITY 
Founded 1896 

Modern Facilities for the individual care and treatment of nervous, mental, alcoholic and 
geriatric patients. All recognized therapies available according to the needs of the individual 
patient. 

Courtesy privileges to qualified physicians. American Hospital Association Member. 

Approved for residency training in psychiatry. 
Layman R. Harrison, M. D. Martin Dollin, M.D. Sandor Lorand, M. D. 
Medical Director Clinical Director Director of Psychotherapy 


Twenty Minutes from Mid-Manhattan 
Astoria 5, New York AStoria 8-8442 


Phone: WINDSOR HOSPITAL Established 


CHestnut 7-7346 A Non Profit Corporation 1898 
CHAGRIN FALLS, OHIO 
A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


JoHN H. Nicuous, M. D. G. PAULINE WELLS, R. N. HERBERT A. SIHLER, JR. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 
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clinically proved in alcoholism 


brand of DISULFIRAM (tetracthyithiuram disulfide) 


Feldman reports: 
“,.. Antabuse’ therapy constitutes a major 
advance in treatment.”* 


“The use of alcohol in an ‘Antabuse’-treated 
patient results in physical symptoms which 
make continued drinking impossible... few 
if any medical contraindications exist.” * 
*Feldman, D. J.: Ann. Int. Med. 44:78 (Jan.) 1956. 


--- a “chemical fence” for the alcoholic 


A brochure giving full details of therapy will be sent to physicians upon 
request, 


“ANTAB ” is supplied in 0.5 Gm. tablets (scored), bottles of 50 and 1,000. 


AYEPST LABORATORiES - New York, N. Y. * Montreal, Canada 
5654 
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FROM ACORNS—TO SCHOOLS 


THROUGH THE AGES, man has 
held a tiny acorn in his hand and 
envisioned the future giant of the 
forest. 

What laws of nature must operate 
to assure the transition from insig- 
nificance to full growth? 

Placement in fertile soil; protec- 
tion from destruction of the life 
essence, from overcrowding by other 
vegetation; adequate nourishment 
from natural elements; time to de- 
velop into the type of tree nature in- 
intended—these combine to form the 
right environment. 


So life’s power in individuals, com- 


munities, and nations comes to its 
te John M. Barclay, Director of heuer 

oe és full realization through proper con- 

ditions working to nurture its innate 

potentials. This can happen without 


A. Seaton, Registrar, Devereux 
or definite planning. 

Through recognition of latent pos- 
sibilities in each person entrusted to 
our care and continuous effort to find 
ways for greater service, our organi- 
zation has grown from a very small 
beginning in 1912 to serve today 
nearly eight hundred children and 
young adults in schools, communities, 
and camps. 

Thus, from the acorn of an idea, 
has grown a stalwart tree, which is 
known as 


THE DEVEREUX FOUNDATION 


UNDER THE DEVEREUX FOUNDATION 
HELENA T. DEVEREUX, Director 


Prorerstona! 
ROSERT SRIGOEN, PhD. EDWARD PRENCH, Ph.D. 
MICHAEL B. DUNN, PhD. 4. CUPPORD SCOTT, 
Santa Barbara, California Devon, Pennsyivania 
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